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SAFETY AND SECURITY IN THE VA 


THURSDAY, MAY 22, 1997 

House of Representatives, 

Subcommittee on Oversight and Investigations, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to call, at 9:30 a.m. in room 
334, Cannon House Office Builffing, Hon. Terry Everett (chairman 
of the subcommittee) presiding. 

Present: Representatives Everett, Clybum, Snyder, Evans. 

OPENING STATEMENT OF CHAIRMAN EVERETT 

Mr. Everett. The hearing will come to order. Please cease all 
conversations. Good morning. Today’s hearing by the Subcommittee 
on Oversight and Investigations will examine the safety and secu- 
rity of our veterans and our valued 240,000-plus VA employees. 
I’ve become increasingly concerned about personal safety issues at 
the VA after hearing aoout the tragic murder of Dr. Rmph Carter 
at the G.V. “Sonny^ Montgomery Veterans’ Affairs Medical Center 
in Jackson, FL, tMs past Februa^. I understand that this is the 
second violent assault at this facility in less than 2 years. Other 
incidents at VA facilities have also raised complex questions about 
the safety of veteran and VA staff aUke. 

The VA’s response, has been to develop a pilot program to arm 
its hospital law-enforcement officers. The arming of VA police must 
be done at a very deliberate pace with stringent safeguards. Before 
going full-scale we must be confident that this is the right way to 
improve hospital security. We want to be reasonably assured that 
fire fights won’t erupt in hospital lobbies, wards and parking lots. 
Standeirds for the VA should be no less than that for any other 
armed federal law-enforcement agency. 

We will also examine the security of controlled drugs in VA hos- 
pitals, VA pharmacy operations which cost more than $1 billion 
this year. Due to the lugh value of the VA drug inventories with 
respect to theft, we’ll examine how the VA has addressed account- 
ability and security problems which have previously been identified 
by VA’s I.G. Additionally, the VA still maintains 30 hospital fire 
stations with an annual operating budget of over $16.3 million and 
staffed with 357 fire fighters. Today we will review fire safety is- 
sues critical to our VA patients, employees and our fire fighters. I 
think we have a full plate for discussion today. I look forward to 
hearing testimony, and I would ask that all people testifying please 
condense your statements to 5 minutes. And now at this time I’d 
like to recognize our ranking member, Mr. Clybum. 

( 1 ) 
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OPENING STATEMENT OF HON. JAMES E. CLYBURN 

Mr. Clyburn. Thank you, Mr. Chairman. As ranking Democratic 
member of this Committee, I’m pleased to join with you in holding 
this important hearing. I know that safety and security of our VA 
hospitals are of utmost importance to the VA and to members of 
this Committee. In my view, we would not be accomplishing our 
mission of providing the highest possible health-care service to our 
veterans if we are imable to protect the safety and integrity of our 
VA hospitals. I am greatly interested in hearii^ testimony from the 
VA on its pilot project to arm VA police officers at certain VA 
hospitals. 

I’m aware that the tragic shooting of a doctor in Jackson, MS 
earlier this year has caused renewed concern over the adequacy of 
the safety and security of our VA hospitals. I must say, however, 
that I believe the VA ought to be taking a measured approach 
when it comes to making any final decision to arm its police offi- 
cers. Very few private hospitals even in some of the dangerous 
crime-ridden areas of our coimt^ allow the officers who guard 
their facilities to carry guns. I believe there is a reason for this. As 
the written testimony of the Nurse’s Association suggests, hospitals 
are for making sick people healthy; guns are for killmg people. The 
VA should be extremely cautious in its approach to this issue. 
'There should be im extensive, well-thought out hospital-by-hospital 
analysis of the feasibility and propriety of arming VA officers be- 
fore jumping into such a course of action. 

To my mind at least, it is just as easy to imagine a situation 
where a VA officer accidentally kills or seriously injures somebody 
during the course of his duties as it is to imagine a situation where 
the officer’s gun keeps a killing or serious injury from occurring. I 
welcome the opportunity to hear testimony on this extremely sen- 
sitive issue, as well as the chance to get an update on the status 
of VA fire d^artments and the VA’s accountability of controlled 
substances. Thank you again, Terry, for working with us to put to- 
gether such a timely and important hearing. 

[The prepared statement of Congressman Clyburn appears on p. 
43.] 

Mr. Everett. Thank you, Jim, and this Committee is honored to 
have the ranking member of the full Committee as a member of 
this Committee, and at this point I’d like to ask my ranking full 
Committee Chairman — full Committee member — ^ranking member 
if he has any comment. 

OPENING STATEMENT OF HON. LANE EVANS, RANKING DEMO- 
CRATIC MEMBER, FULL COMMITTEE ON VETERANS’ 

AFFAIRS 

Mr. Evans. Thank you, Mr. Chairman. I think this is a very im- 
portant hearing with the VA right in the middle of its pilot pro- 
gram to arm VA police officers at selected cities. There’s no more 
appropriate time than now to conduct diligent oversight of this pro- 
gram, and I of course share the concern about the recent efforts out 
at the Jackson, MS facility, and I’m also deeply troubled by the 
deaths of foxir VA toUco officers in the last 5 years. Safety and se- 
curity of patients, law-enforcement personnel and the doctors and 
staff at our facilities has got to be an utmost priority and we 
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should closely consider the means by which we can best accomplish 
this mission. I am pleased that John Baffa is testifying before us 
again. I think he has brought a new level of training and sophis- 
tication and effort on the part of the VA and I look forward to the 
testimony. Unfortunately, I will have to be attending the quadren- 
nial review of the armed forces today with the Joint Chiefs of Staff, 
so I won’t be able to stay for the hearing, Mr. Chairman, but I just 
wanted to thank you for your diligence and hard work. 

[The prepared statement of Congressman Evans appears on p. 
43.] 

Mr. Everett. Thank you. Lane. I’d like to welcome all the wit- 
nesses testifying today. At least one of our witnesses has traveled 
some distance to testify and I want to thank all of you in advance 
for being here. I would ask again that you limit your oral testimony 
to 5 minutes. Your complete written testimony will be made part 
of the official hearing record. We will ask members to hold ques- 
tions until the entire panel has testified. I now recognize Mr. John 
Baffa, Deputy Assistant Secretary for Security and Law Enforce- 
ment and ask him to introduce the members of his panel before we 

? o any farther. Also, at the end of Mr. Baffa’s 5-mmute testimony 
would ask — be given an additional 5 minutes for a brief dem- 
onstration for a safety feature on this gun holster. Mr. Baffa as- 
sured me and assured the staff that the weapon is appropriately 
disabled and is not loaded. Mr. Baffa. 

STATEMENT OF JOHN H. BAFFA, DEPUTY ASSISTANT SEC- 
RETARY FOR SECURITY AND LAW ENFORCEMENT, DEPART- 
MENT OF VETERANS AFFAIRS; STATEMENT OF RICHARD P. 
MILLER, DIRECTOR, G.V. “SONNY” MONTGOMERY VETERANS 
AFFAIRS MEDICAL CENTER, VETERANS HEALTH ADMINIS- 
TRATION, DEPARTMENT OF VETERANS AFFAIRS; ACCOM- 
PANIED BY JOHN E. OGDEN, DIRECTOR, PHARMACY SERV- 
ICE, VETERANS HEALTH ADMINISTRATION, DEPARTMENT 
OF VETERANS AFFAIRS; ACCOMPANIED BY KENNETH 
FAULSTICH, ENGINEERING MANAGEMENT AND FIELD SUP- 
PORT OFFICE, VETERANS HEALTH ADMINISTRATION, DE- 
PARTMENT OF VETERANS AFFAIRS 

STATEMENT OF JOHN BAFFA 

Mr. Baffa. Thank you. Thank you, Mr. Chairman, members of 
the subcommittee. I am pleased to be here today to discuss issues 
related to safety and security of VA facilities. With me today I have 
Mr. Richard Miller, Director of the VA Medical Center, in Jackson, 
MS; Mr. John Ogden, Director of Pharmacy Service in VHA; Mr. 
Kenneth Faulstich, fire protection en^eer in VHA; and Mr. Walt 
Hall, Assistant General Counsel. Vas official statement provides 
details about security in law enforcement, the strides we have 
made in the area of securing in our pharmacies against theft, VA’s 
fire protection program and the recent desecration of the National 
Memorial Cemetery of the Pacific. 

Thank you for the opportunity to speak to you today. I think it 
is fitting that this hearing: is being held just a few days after the 
National Police Week activities in which the President, Congress 
and the nation paid tribute to the police officers killed in the line 
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of duty during 1996. This year as in yejirs past my department has 
lost one of its own. Officer Hoerst Woods of Albuquerque was wan- 
tonly and without provocation gunned down in the VA par king lot 
in Albuquerque, NM. Officer Woods was imarmed. Seven years ago 
when I took this position I received beneficial insight, comments 
eind advice from some members of this Committee and/or its staff. 
I feel I’ve answered every question, addressed every issue, calmed 
many fears and made many improvements. Recently, VA’s maga- 
zine, “The Vanraard,” did its feature article on the VA police. It 
was entitled, “VA Police: the Force is With Us.” I think that one 
title emphasizes what we are all about emd how we feel about our 
veterans and want our vetersms to feel about us. In addition, the 
first sentence stated, and I quote, “For the VA, the nineties have 
been a decade of reinvention. For the VA police, make that a trans- 
formation.” We have increased the VA basic police training course 
to 160 hours. We have developed specialized framing for cMefs and 
detectives. We have implemented a regimented monthly in-service 
training program for all officers at their stations. We have a police 
chiefs mtem. We have use of a K-9 program for missing patient 
searches, security and the illegal drug interdiction. We have moved 
the physical location of the police officer at most hospitals to make 
them more visible to our customers. We have increased foot patrols 
and at some facilities instituted bicycle patrols to be more visible, 
closer and accessible to our customers. 

Recently we have implemented a pilot program to arm oim VA 
police at selected locations. In short, we have made significant 
strides, but we must go forward if we are to continue to provide 
a safe environment for our veterans and our employees. I spent 26 
years, my entire adult working life, in federal law enforcement in 

S rotection of citizens of this country. The last 7 here in the VA 
ave been challenging, sometimes fmsfrating but overall very re- 
warding. With the guidance and help of the Secretary we have ac- 
compli^ed much, but as I stated and you have articulated, we 
have much to do. I can assure you that my office is driven by the 
goal of providing a safe and secure environment for our veterans, 
their guests and the employees of the Department of Veterans 
Affairs. 

With regard to pharmacy issues, since 1992 the House of Veter- 
ans’ Affairs Committee hearing on controls of addictive drugs and 
drug diversion, the VA has made significant progress. Working 
with the Office of the Inspector General, the General Accoimting 
Office, and the Office of Security and Law Enforcement, the Veter- 
ans Health Administration has instituted regulations over the ac- 
covmtability of controlled substances that are more strict than emy 
State or aiw other health-care system’s requirements. My col- 
league, Mr. Ogden, is prepared to address these issues. 

VA’s fire s^ety program is another program that ensures the 
safety of our VA employees and the veterans. At the vast majority 
of the Department’s medical centers the fighting services are pro- 
vided by local community fire departments. In the event that local 
fire fighting services do not meet VA’s minimum level of require- 
ments, VA operates in-house fire departments. There are currently 
30 in-house fire departments, each which is staffed by approxi- 
mately 15 employees who are fire fighters. Mr. Ken Faulstich is 
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here to provide details about the fire protection program. Addition- 
ally, there are two separate recent issues or events that have 
caused concern for VA enmloyees, patients and visitors , to the VA. 
One was the shooting at Jac^on, Mississippi VMAC that resulted 
in the death of a patient and an employee and the desecration by 
vandals of the National Memorial Cemetery of the Pacific. 

Mr. Chairman, my colleagues and I wfil be happy to answer any 
questions, but first it is my understanding you’d like to see a dem- 
onstration of the firearm and the safety factors, and I would like 
to have Mr. Bill Harper come up and show that to you. 

[The prepared statement of Mr. BafFa appears on p. 46.] 

Mr. Everett. We’d be happy to honor your request to show that 
to us. 

Mr. Baffa. Bill? Sir, I’m going to show you that this gun is un- 
loaded. You can see that it is t^oaded. IPs also been checked by 
the U.S. Capitol Police. There is no bullet in the chamber, and 
there’s no biulet in the magazine. The question deals with the safe- 
ty of this weapon. This weapon is double-action only. Actually, it 
works like a magazine-fed revolver. The — hammer never stays 
cocked, always traveling forward with the slide coming to rest in 
the double-a^on position. Each pull of the trigger draws the ham- 
mer back and releases to fire the pistol. This feature reduces the 
chance that the pistol will be accidentally fired. Number two, the 
magazine will not fire — excuse me, the weapon will not fire if the 
magazine is released. The pistol wW not fire imless the magazine 
is ^ly seated even if there is a round in the chamber. This feature 
allows the ofBcer to make the pistol nonoperational at any time by 
releasing the magazine with the touch of a button. The officer then 
may place the magazine in the holster pocket, making the weapon 
fully safe. It will only fire with a VA-issued magazine. The pistol 
and magazine have been sp^ally designed by Beretta at no extra 
cost so they will only fire with the magazine issued to the officer. 
The pistol will not fire using the standaitl Beretta m^lgazine. The 
weapon will not accidentally fire. The pistol has a firing pin block 
on tne top of the slide which actually blocks the firing pm imtil the 
trigger is pulled. Even if the pistol is dropped, it not fire. It 
also has a loaded chamber indicator. When there is a rovmd in tiie 
chamber, the extractor claw protrudes, exposing a red slide. An of- 
ficer can thereby easily determine visually without aiming the 
weapon — a weapon or a rotmd in the chamber. 

Last but not least, we have a security holster, and it is consid- 
ered a level three security holster. This holster is equipped with in- 
ternal safety locking devices that drastically reduce, if not elimi- 
nate, the possibility of anyone other than the officer firom drawing 
the weapon from the holster. Your staff member couldn’t do it a 
couple days ago. We’d like to have this man who’s never seen it try 
to pull that weapon out of the holster if you could. And I also would 
like to try it, and you can see how quickly the officer was able to 
get the weapon out. That right there plus the intense training both 
on the range and lectures make me believe this a totally safe weap- 
on to be used in the hospital fadlify above and beyond what most 
police departments use nationwide. But anything else you’d like see 
with the weapon, sir? Are there any other aspects of the weapon 
you’d like to-— — 
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Mr. Everett. I assume you were holding on down the holster 
just to keep it from coming up — ^you were holding the belt. I see. 

Mr. Bapfa. Sir, he’s the thinnest man I’ve got. 

Mr. Everett. Well, we do congratulate you on this safety fea- 
ture. I assumed it was something that VA came up with, or it may 
have existed already. 

Mr. Baffa. 'The holster existed already, sir. We have spent 
coimtless days and weeks studying and coming up with the oest 
weapon as far as safety aspects go and the accompanying holster, 
to make sure that — ^nothing is totally fail safe, I wish I could ^ve 
you that assurance, but we believe we have done the best possible 
to assure that nothing that concerns you would happen with this 
particular weapon. 

Mr. Everett. Thank you very much. 

Mr. Baffa. Yes, sir. Sir, we will answer any questions you might 
have. 

Mr. Everett. Do any other members of your staff wish to make 
any statements? 

Mr. Baffa. I don’t believe so, sir. We’re ready to answer any 
questions that you the Chair or your colleagues have. 

Mr. Everett. Well, first of all, I want to thank you for coming 
up and appearinghere today. As I said, I congratulate you on those 
safety features, ^ey are impressive. However, I will say that in 
the beginning that I have grave concerns about the idea of arming 
the security forces in VA hospitals. And we have some I think very 
straightforward and candid questions. We would appreciate an- 
swers likewise. 

Mr. Baffa. Yes, sir. 

Mr. Everett. While myself and Jim, the ranking member of this 
Committee, are the only two here, I can assure you that that does 
not indicate the interest in this subject. This is a small Committee, 
but it is a Committee made up of Floyd Spence who is the Chair- 
man of the National Security Committee, Bob Stump, the full VA 
Chairman, and as you heard just a moment ago, ranking member 
of the full Veterans’ Committee who has gone for the QRD hearing 
which is going on along with this hearing, and of course that’s 
where Chairman Stump and Chairman Spence are also. Let me 
begin by saying, if you would, explain to me why VA believes it’s 
necessary at this time to have a pilot program to arm VA hospital 
police. 

Mr. Baffa. Mr. Chairman, we do not look at the weapon as a 
cure-all. We look at it as an additional tool. If you remember from 
my opening statement, we’ve done a lot of other things. We have 
instituted a K-9 program. 

Mr. Everett. Excuse me just a moment. 

Mr. Baffa. Yes, sir. 

Mr. Everett. I’m going to dispense with the 5-minute rule. Only 
myself and our ranking member are here and I’m going to allow 
each of us as much time as we would like to explore this subject. 

Mr. Baffa. Yes, sir. As I was saying, I realize that the issuing 
of firearms is a veiy sensitive issue. It is with me euid with the Sec- 
retary and Dr. Kaiser. I look at the firearm as an additional tool 
to help the police officer accomplish the goal of providing safety 
and security at a VA hospital. As I indicated, we have K-9 pro- 
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grams. We instituted a program a couple of years ago which was 
vigorous patrol and getting out into the community, and if you’ll 
note by reading the papers, the city of Washin^n and the city of 
New York have gone to the same theory, that if you rat out there 
and meet with the people and you prevent crime, you don’t respond 
to it. And our philosophy is you stop crime before it begins by not 
letting people who don’t belong into the hospital into the hospital. 

I’d like to give you an illustration of how I think the weapon 
helps, and there’s three things with the weapon, and it’s not shoot- 
ing somebody. That’s the final, ultimate thmg that nobody wants 
it to. The VA police officers don’t want to do it, I don’t want it. No- 
body in this room wants this to happen. But again, I like to use 
examples, and again, these are three examples, if they don’t satisfy 
you, 1 will go on. to Richmond, VA, at our hospital, VA police 
around midnight approached a vehicle that was in the parking lot. 
These people nad no reason being there. They were not veterans. 
They just consummated a drug deal and they were sitting there 
counttog their money. They both had long c rimin al histories. The 
VA police approached them, asked tiiem what they were doing and 
they immediately surrendered. After they were arrested, the one 
felon who was more than a three-time loser said, "You know, if I 
had known these people were not armed I would have killed them 
because I have nothing to lose.” So, the fact that an individual is 
armed is a deterrent, just that he’s carrying the weapon. 

Number two, and I’d like to give you a second illustration, I men- 
tioned to you about Officer Hoerst Woods who was killed in Albu- 
querque, NM. After he was killed the assailant took the keys off 
of his belt and tried to steal the car and could not get the car. Peo- 
ple heard gun shots go off and he started flailing ms hands and no 
one coiild get to the injured officer because he was threatening to 
shoot toem. The Air Police, and this is a joint facility, who are 
£irmed responded, drew their weapons, told them to siurender, and 
he finally did surrender. Again, a case where the weapon was used 
but it was not fired. The third case that I would like to use is Lake 
City, FL, where our police officers approached an individual who I 
believe the nursing staff had complamed about was harassing them 
outside. He went up to the car. As he approached the car the man 
pulled a weapon out. The officer had nothing to do but turn and 
run and was shot in the back. After the officer was shot, who was 
the line of defense to gaining entry into the hospital, the individutd 
then got into the hospital and shot the hospital up. So, I think 
those are three different areas where the use of a firearm probably 
would have been used, m the third case would have prevented 
those incidents from happening. 

Mr. Everett. The question was, why is it necessary at this time 
to have a pilot program? I gather fi^m that answer that you’re say- 
ing — 

Mr. Baffa. Times are changing, sir. We’re having more violent 
crime. 

Mr. Everett. More violent crime? 

Mr. Baffa. More violent crime at our facilities. I’ve given you 
three examples of what’s occurring on our facilities. 

Mr. Everett. Let me ask you about that. Perhaps the figures 
I’ve seen are incorrect, but the figures I’ve seen of total crime in- 
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eluding everything, violent crime, has dropped really about 20,000 
instances from 1990 to 1994. Have I been given some wrong infor- 
mation? I think there were about 60,000 instances reported in 
1990. Has the staff got that stuff somewhere? In 1994, about 
40,000 instances. 

Mr. Baffa. I think those were disturbances. I don’t think the 
title was violent incidents. I may stand corrected. 

Mr. Everett. My information is it’s all-inclusive. 

Mr. Baffa. All-inclusive. 'That’s correct, sir. And again, that goes 
to the whole package that we’re talking about. The more vigorous 
patrol, the use of the K-9 program. We’re getting too many people 
injured and killed and I think that the thing is, we want to serve 
our veterans and give them good health care, but we want to make 
siu-e omr veterans and our staff feel safe and are willing to come 
to work to take care of that issue. 

Mr. Everett. I’m sorry, the figures are 1990 to 1993, and this 
includes disturbances including bomb threats and threats to em- 
ployees, manslaughter, rape, assaults, weapons possession, illegal 
drug cases, robberies, liquor possession. And in addition to that, 
further information that I had not seen until now shows that it’s 
gone down from 1990 to 1996 from roughly 59,995 to 25,983. So, 
it’s more than half the amount of violent crime that we’ve seen in 
the past. 

Mr. Baffa. Sir, I don’t know if you have the same one that I 
have, and I’m checking it right now. If you look at 1994, it says, 
“Disturbances including bonm threats and threats to employees,” 
that has gone down. That is correct. 'That has gone down. 

Mr. Everett. My staff tells me this information that I’m looking 
at and reading from was provided by the VA. 

Mr. Baffa. Right. Well, I’m not denying that. What I’m saying 
to you though, the one that you looked at, the major decreases in 
disturbances, emd that’s an all-fitting category. If you look at as- 
saults, I’d like you to look at assaults, you will see that the as- 
saults have remained pretty much consistent. In 1994 I have 1,660; 
in 1995 I have 1,551; and in 1996 I have 1,624. If you look at the 
hquor possessions, you look at the illegal drug cases. 'The crimes 
of violence 

Mr. Everett. Let me stop you there because our figures just 
aren’t jibing. I show in 1990 that you had 5,217 assaults. 

Mr. Baffa. Okay, sir, 5,217, that’s correct. But what I’m saying 
to you, last year when we implemented these new programs, that’s 
what has caused the decrease. And do you have 1994, 1995 and 
1996? 

Mr. Everett. Yes, I do. Let me read my figures and the you tell 
me where I’m wrong. 

Mr. Baffa. Okay, sir. 

Mr. Everett. In 1990 assaults/all, 5,217; 1991, 4,624; 1992, 
4,181; 1993, 3,738; 1994, 3,399; 1995, 3,315; 1996, 3,205. 

Mr. Baffa. Yes, sir. I tmderstand that, but I think I had told 
your Committee before, and if I hadn’t I apologize, but some of the 
information conteuned on this and the preceding pages are of ques- 
tionable accuracy. In 1989 the VA Office of Inspertor (^nerm is- 
sued a report highly critical of the accuracy of the information con- 
tained in the VA’s crime reporting system. During inspections con- 
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ducted by the Office of Security and Law Enforcement since 1990, 
it was foimd that many facilities were overstating and some were 
understating crime statistics which were recorded manually. 

Mr. Everett. So, what you’re telling me is that the VA’s system 
of reporting these crimes is not accurate? 

Mr. Baffa. At that time it was not. It is accurate today. 

Mr. Everett. That report was in 1989. Did the VA wait all these 
years to correct it? 

Mr. Baffa. No, sir, it did not. As soon as I came on and found 
that there was a deficiency, we went and got 

Mr. Everett. You’ve been there 7 years? 

Mr. Baffa. Pardon me? Seven years. 

Mr. Everett. I’m sorry. You said you’ve been there 

Mr. Baffa. Yes, sir, and I obtained funding and we do have a 
conmuter package now that is accurate. 

Mr. Everett. Let’s move a little past that because I want to mve 
Mr. Clybum some time too. Let me ask you a couple things on this. 
Will VA hospital police be subject to drug screenings such as 
urinalysis? 

Mr. Baffa. Sir, all VA police that are hired now are subject to 
random drug testing. 

Mr. Everett. Urinalysis? 

Mr. Baffa. That’s correct, sir. 

Mr. Everett. How about previously-hired security officers? 

Mr. Baffa. It is my understanding that at some time duri^ the 
summer the VA drug testing program which includes police officers 
will be implemented and they will be subject to drug testing. If 
during the course of business we have reason to believe a police of- 
ficer is acting suspiciously, we can mandate that he be drug tested. 

Mr. Everett. Let me get into this, and what we may do, Jim, 
with your permission, we may have two rounds here because I 
want to ask another question and I want to turn it over to you. 
Why does VA seem to be about the only federal department or 
agency that does its own police training? Everybody else that we 
can discover does it at the FBI or the Federal Law-Enforcement 
Tr ainin g Center. Why can’t the VA train there also? 

Mr. Baffa. Yes, sir, that is a very good question and I’d like to 
expand upon that. I’m not sure that Justice does any training of 
federal police officers, but I could stand corrected on that. The VA 
police have duties beyond traditional law enforcement. They’re also 
part of the patient care health team. I’m going to go on record as 
sa 3 dng that I think what FLETC does, which is Ghmco, does an 
outstanding job in training their police officers. They have an eight- 
point proCTam in training and the siun of their training equals the 
parts of their training, and that training is broken down into many 
different facets one of which is firearms training. 

Up until this date we have not had firearms training as a stand- 
ard procedure. It is my feeling that when you expose our VA police, 
and you have to understand 5iat at Glynco in these training class- 
es which I believe are made up of 40 students per class in basic 
training or thereabouts, that only a small percentage of them 
would be VA police, four, five, six, maybe as little as one or two. 
They would go in there with the expectations of seeing other police 
officers trained in the use of weapons, and again, that’s one part 
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of the big equation and the expectation is when they return back 
to their station would not be there because we do not arm our 
police. 

In addition, Title 38, Chapter 9, states that training, referring to 
police officers, will have emphasis on situations dealing with pa- 
tients, patient health care. We’re a unique team. Again, I’d like to 

g ve you an example of what I’m referring to instead of just words. 

ecently I took the Chief of Staff up to the Bronx to witness the 
pilot program and what we were doing. A gentleman came through 
the magnetometer canying a knife, highly intoxicated, large man. 
Caused a lot of programs. If we can have the police officers trained 
in patient care, under most circumstances he probably would have 
been arrested. But the fact is, he is there at that hospital seeking 
treatment for what he was manifesting. As soon as he was sub- 
dued, and I don’t mean physically, I mean just talked about giving 
his weapon away, he was put in a wheelchair and taken to the 
emergency room where he got treatment. They would not teach 
that at FLETC. You know, some would argue that — and it’s not an 
argument. Again, I take that word back. Some would say, well, 
why don’t you do like other law-enforcement agencies do, after the 
initial 8-week course then send them to the VA and train them for 
3 weeks? I would do that and will entertain doing that if in fact 
some barriers are taken down, one being which the VA decides to 
arm all of its police officers because then the training would be con- 
gruent and conducive to having a second phase of training. 

Mr. Everett. Let me just close this round by saying that I don’t 
know if you’re familiar with the term “Q Courses,” which the mili- 
tary uses that very same option. They do primary training in a 
number of fields, helicopter training, fixed-wing training, etc., etc., 
and then they send people on to specialized training, and they’ve 
found that quite cost-effective. At this point let me turn it over to 
my fnend the ranking member, Mr. Clybum. 

Mr. Clyburn. Thank you very much, Mr. Chairman. Let me 
begin, Mr. Chairman, by stating that in preparation for this hear- 
ing tliis morning the subcommittee staff contacted the American 
Hospital Association to try to understand the degree to which pri- 
vate-sector hospitals arm its law-enforcement and security person- 
nel and the steps taken by private hospitals to decide whether it’s 
necessary to arm its officers. In this regard, the AHA suggested we 
contact Mr. Fredrick Roll, a member of the American Society of 
Health-Care Engineering who has extensive expertise in the field. 
Scheduling conflicts precluded Mr. Roll from testifying in person 
before the subcommittee this morning. We are especimly grateful 
to Mr. Roll, however, for agreeing to provide a letter and supple- 
mental materials relating to work place violence and health-care 
security issues to be included in the record for today’s hearing. Mr. 
Chairman, I move that Mr. Roll’s correspondence emd supplemental 
materials be included in the record of todays hearing. 

Mr. Everett. Without objection, so ordered. 

(See p. 92.) 

Mr. Clyburn. 'Thank you, Mr. Chairman. Mr. Bafia, the main 
thrust of Mr. Roll’s concerns with arming law-enforcement person- 
nel at VA facilities appears to be a belief that any decision to arm 
VA hospital officers should be based on a thorough case-by-case 
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needs-based anedysis of the individual VA facilities. In Mr. Roll’s 
view, and I might add, in my view as well, a blanket plan to arm 
officers at each VA hospital would be ill-advised. Do you share Mr. 
Roll’s concerns in this regard? 

Mr. Bafpa. Sir, I’m not going to comment on Mr. Roll’s view 
point because I haven’t seen anything he has to say, but I will com- 
ment on what your view point is, and I agree with you 100 percent. 
We are not out to mass arm everybody nationwide m the VA police. 
One of the reasons we developed a pilot program was to take five 
hospitals, five geographical areas, that had high crime rates and 
test the system out. It’s an ongoing testing system. No decision has 
been made to blanketly arm all VA police nationwide. We’re not 
ready for that, and I will be the first one to tell you we’re not ready 
for that. That has never been my intention, that has never been 
the Secretary’s intention. Again, it’s called a pilot program because 
we’re exploring possibilities. We’ve done the same tmng with the 
K-9 program. Not aU VA hospitals have dogs, and it’s a voluntary 
program. 

Each hospital that’s participating in the pilot program volun- 
teered to participate in the program oecause they just felt that they 
had needs and issues that only an armed police officer could han- 
dle. I have one of those directors right here who maybe would like 
to expand upon it if you’d like, sir. But to answer your question, 
I agree with you. 

Mr. Clyburn. Absolutely. Let me say this is the director of the 
Jackson facility. 

Mr. Bafpa. That’s correct. Yes, sir. 

Mr. Clyburn. You came to this conclusion by using a regional 
approach wherein there were — I’m assuming that you’re saj^g 
that the areas £u*ound the medical centers are areas of high crime 
rates is what you’re saying? Or did you mean high crime rates in 
the region? 

Mr. Bafpa. Well, on all accounts that’s correct, sir. When we 
started thinking about arming oiu* police officers, I wanted to 
choose five hospitals geographically located across the coimtiy by 
region. I wanted to have five hospitals that I knew that the police 
force was where I thought it should be before we would commence 
or be^n a pilot program. We also looked at the crime rate at those 
facilities. We don’t determine the crime rate. The Federal Bureau 
of Investigation does that. What they do is, they have a statistical, 
and I don’t have the formula with me, sir, that shows how many 
crimes are committed per 100,000 population and it comes with a 
figure. 

I personally chose New York City as kind of like the base line, 
the border line, and their crime figure came as 7. All five facilities 
that we chose had a crime rate higher than the 7 as I Etrticiilated 
to you just a few seconds ago. 

Mr. Clyburn. Did all these places have incidents? I know about 
the incident at Jackson. I think you mentioned one that Fm famil- 
iar with in 1992 I saw in something here at the Columbia, SC 
facility. 

Mr. Baffa. That’s correct. Yes, that was looked at also. They had 
incidents, and we have to rely on the local staff, i.e., the directors 
and what-have-you. I can come into any facility and make a rec- 
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ommendation, but you have to know the pulse of the facility and 
that’s why we work with the local community as well as the police 
forces involved. 

Mr. Clyburn. I guess that’s what I’m getting to here. You men- 
tioned you selected facilities where the police forces were ready. 
What do you mean ready? 

Mr. Baffa. Well, you issued your concern. That was just one of 
the criteria. The criteria was that the local hospital director and 
staff wanted to participate, number one. We do a cyclical inspec- 
tion. Every 3 to 4 years we check the hospitals and how they’re op- 
erating their police force. Obviously, we have 169 hospitals, some 
are better than others. Of the people that volunteered, I picked 
what in my view point was the best facilities and best police officer 
management program in the nation because I want like you to suc- 
ceed and I did not want to jump in and just randomly pick some 
people and arm them. I figure if we can meike it work with the best 
of people, then we can look and give it to the Secretary to look 
beyond. 

Mr. Clyburn. I guess what I’m trying to get to here, if you’re 
using as part of the criteria crime rates, incidents, a well-managed 
hospital, I guess my question is, what methods of evaluations did 
you use to determine the readiness levels at each of these facilities? 

Mr. Baffa. We do a series of program reviews. I send my people 
who are not afiiliated with the hospital out to that hospital to re- 
view how the police are operating both administratively and tech- 
nically. And that deals with everything, the proper treiining, they 
are doing their proper training thej^re required to do, they are ro- 
tating their shifts, everyone is getting the opportunity to perform 
the same duties on a 24-hour-a-day, per week basis, 24 hours a 
day, i.e., we change shifts every 3 or 4 months, we look at manage- 
ment’s philosophy about the police, we tsdk to the local police com- 
munity. After we have done that and it meets the first check point, 
makes the first cut, we then do physicals on all the police officers, 
we do psychological testing of all the police offices. We come back 
in and we give them a boiler plate standard operating procedure. 
We talk to the unions, we talk to the staff, and we talk to every- 
body, the veterans, the service organizations, everybody that’s 
going to be involved. At that point and that point alone do I then 
give the blessing that that would be one of the pilot sites, and that 
all happens before we begin starting the training of our police 
officers. 

Mr. Clyburn. So, that was in preparation for this, but this is not 
standard operating procedure? 

Mr. Baffa. The cychcal visits to see if the hospitals are working 
is done every 3 to 4 years. In addition to that we do the other 
things. You’re talking about the arming of the police officers. 
Correct? 

Mr. Clyburn. What I’m trying to determine is in your initial de- 
termination here you indicated that one of the criteria right at the 
top of your list was the readiness of the police officers. 

Mr. Baffa. Of the police officers. 

Mr. Clyburn. And I’m trying to determine how you got to that 
conclusion that this group is ready and that group is unready. 
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Mr. Baffa. By all of the above, sir. By all of the above. I do that 
at each facility. 

Mr. Clybukn. Yes, and I ask is this standard operating proce- 
dure or is this something you did in preparation for being here this 
morning in arming your police officers? Is this something that you 
do? Now, you say you do it every 3 or 4 years, and all I’m saying 
to you, sir, is it seems to me, and I’m sorry. I’m one of the few guys 
who came to this Congress outside of the legislative process. I came 
here from management. 

Mr. Baffa. Yes, sir. Right. 

Mr. Clyburn. And so when it comes to administration and man- 
agement you’re going to find me a little bit different from a lot of 
people who are in elected office. And so what I’m trying to do is 
determine whether or not you got to this point this morning 
through standard operating procedime or whether or not you decide 
that tms is where I want to get, let me go out and find some places 
that will get me there. 

Mr. Baffa. It is standard operating procedure for us to do cycU- 
cal inspections of the hospitals to see if they are operating in a sat- 
isfactory manner. Now, there’s different levels of satisfactory. It is 
standard operating procedure for a police officer to go through a 
physical on an annual basis. It’s standard operating procedure to 
do psychological testing on whether an individual could be a police 
officer on an annual basis. What I did to implement the pilot pro- 
gram is go above that and do £ill the thinm that I previously articu- 
lated to you to assure in my own mind that these police officers at 
this facihty were ready to be armed which is a question that a lot 
of people — ^how do you know these police officers are qualified to be 
armed. Based on all the things I just articulated which is above 
and beyond what we do is how I made that determination. Yes, sir. 

Mr. Clyburn. How was the determination made to use in the fu- 
ture, whether it’s near future or I don’t know, but I understand 
that one of the facilities selected for the future is Hampton, VA. 

Mr. Baffa. That’s correct. I did the same thing. I knew from pre- 
vious experience and previous inspections as I referred to you that 
that police department was operating in a to^rate fashion that ful- 
filled my requirements of what I think a police department should 
be. 

Mr. Clyburn. They’ve never had any incidents? 

Mr. Baffa. No, sir. But you have to xmderstand that what I 
wanted to do because it is a pilot, it was not something cast in 
stone, we have 169 hospitals in 169 different locations. We have 
some hospitals that are very large. We have some hospitals that 
are ve^ small. 

Mr. Clyburn. Is this a very small hospital? 

Mr. Baffa. Yes, sir, it is. 

Mr. Clyburn. And I imderstand that the crime rate in and 
around this hospital is very low. 

Mr. Baffa. It depends on what your definition of low, sir, is. It’s 
below the 7. 

Mr. Clyburn. All things are relative. It’s relative to what you’d 
find in New York. 

Mr. Baffa. That’s right. It is below the 7 of Manhattan. 

Mr. Clyburn. Right. 
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Mr. Baffa. Yes, it is below the 7. 

Mr. Clyburn. Is it 5, 6, 8? 

Mr. Baffa. Sir, Fll have to get that information back to you. It’s 
on the tip of my tongue. I don’t have what the crime rate was 
there. 

Mr. Clyburn. Thank you. I guess once again what I’m asking, 
we’re now walking through all this criteria that you’ve laid out 
here and I’m trying to see how Hampton, VA fits. 

Mr. Baffa. Okay. I chose Hampton, VA, and sir, I hope I don’t 
confuse or muddy the waters any more. If you were to ask me 
places that I thought that we would have armed confrontation at 
our facilities, I would have never chosen Lake City, FL, and we had 
a police officer shot there. I would never have chosen Albuquerque, 
NM. We had a police officer killed there. I would never have chosen 
Brecksville, OH, which is a two-facility hospital, we have one in 
Wade Park which in down in the inner city where all the police of- 
ficers around — ^you know it’s a hospital complex, the vast majority 
of the pohce officers at facilities other than VA are armed. I would 
have thought that that would have been the place that the police 
officers would have been shot. They were not shot in Wade Park. 
They were shot out in the suburbs at Brecksville. 

Mr. Clyburn. Go right ahead. I just don’t want to encroach upon 
my Chairman’s time. 

Mr. Baffa. If I had a crystal ball, that’s where I would put the 
armed police officers. Matter of fact, if I had a crystal ball I’d be 
at the Preakness Stakes Horse Race — ^you can’t determine that. 
The statistics will lie to you is what I’m sa5dng. 

Mr. Clyburn. We understand that, and I tffink what our concern 
is is that we don’t initiate some emotional reactions to things. None 
of us want to see any police officer shot, iiyured in any way. What 
we also do not wish is for us to in search of a remedy that would 
create greater harm. And I’m not too sure that we’ve not had these 
kinds of situations in Simday school on Sunday mornings. I read 
of somebody being shot while sitting in Simday school or some- 
thing. Things like this happen. That’s part of the problem we have 
in our society today, but we don’t want to arm ^1 the ushers in 
church to m^e sure no one gets shot on Sunday morning. And so 
we’ve got to be very careful. That’s what I’m sa3dng, that we have 
to be very measured in this, and I have two big problems, one ex- 
pressed by the Chairman, and that is, those of us on the sub- 
committee, we want the best VA system that we can have and we 
are very concerned that if we are looked upon as having some en- 
tity out there separate and apart from everybody else doing its own 
thing, that can cause us some real problems here in this Congress 
Emd also with the public as well, to have your own training. 

And as the Chairman has said, there are some things about 
being a police officer that are standard, and I don’t see anything 
wrong with having that training standard and everybody having 
the same training in the same way by the same groups and having 
supplemental training for the hospitals. But to have everj^hing 
over here and have some incident come up and have us coming in 
here and having people from Quantico or other places and come in 
here and say, well, that’s not the way you do that, you’re supposed 
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to do it this way, this way and this way. And have somebody from 
the other academy telling us 

Mr. Baffa. Yes, sir. 

Mr. Clyburn. Do you see what I’m saying? 

Mr. Baffa. Sir, I agree with you 100 percent, and I want to tell 
you that all the concerns that you have articulated here in front 
of me and as the Chairman has done, I have the same concerns you 
do. I’m not talking about the training. I’ll discuss the training. But 
everything you’ve discussed before me training, I agree with you 
100 percent, and I know the Secretary agrees with you 100 percent. 
What we’re tr 3 dng to do, and remember, this is a pilot program. 
'This is not cast in stone. It is a measured, I hate to use the term 
experiment, but if you want to use the term experiment, that we’re 
tr^g to see if in fact this will provide a safer hospital community 
or VA community. It’s not cast in stone. I have the same concerns. 

If anybody thinks that I think the answer to the question of 
crime on VA property is to arm everybody, that’s not the issue. 
'That’s not where I’m coming from. That’s not where the Secretary 
is coming from. It’s a measured study that we’re looking at. I am 
not sa 3 dng I disagree with you so much on the core aspects, but 
what I do have a problem with is Congress and legislation telling 
me in Chapter 38, Title IX that training referring to VA police offi- 
cers will have emphasis in situations dealing with patients. I agree 
with you that after the basic training course that you’re t alkin g 
about the core courses we could send our police officers to VA fin- 
ishing school, for lack of better words. But my feeling is, and 
maybe my colleagues here from FLETC will disagree with me, and 
I will review it again. I looked at this issue in 1989 when I first 
cEune here. I thou^t it was a no-brainer. I came from an agency 
that trained at FLETC and I said, yeah, why not, and I wEmted to 
look at it. Later it came to me that the functions that they perform 
Eu*e different than what the standard police officer performs on the 
street. 

In addition to that, when you send somebody to a training acad- 
emy, and you can talk of peer pressure and you say an3rtlMg you 
want and you’re teaching them one way of trsiining which includes 
firearms which is a volatile issue. It’s a volatile issue to this Com- 
mittee; it’s a very, very contentious issue with the police officers 
themselves. And you give them their bEisic training which includes 
fireEirm trEiining or you omit the firearm training so you have 4 or 
more people who do not pEU*ticipate in police training, you graduate 
them, then what I would have to do I believe is send them to re- 
tread school. I would have to disengage some of the things they’ve 
leEimed Emd teach them the VA way. 

I don’t like the separatist status, what-have-you. If in fact we did 
arm the police officers, to me in totEil, the Secretary would make 
that decision, then to me that obstacle to include the trEiining at 
FLETC would make FLETC very, very attractive to me and I 
would very, very highly consider it, Emd as I said, send my people 
Eifter that to the finishing school. Poor choice of words, but what 
do they call the secondEiry? Follow-up finishing. Ssime thuig. 

Mr. Clyburn. Follow-up? 

Mr. Baffa. Follow-up training at that perspective agency. I think 
FLETC does a great job. I totally agree with you. 
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Mr. Clyburn. Let me yield to the Chair. 

Mr. Everett. Thank you, Jim. At this point Fd like to introduce 
another member of our Subcommittee who also like myself and Jim 
does not come from a political background, and that’s Dr. Snyder. 
Do you want to jump in here? 

OPENING STATEMENT OF HON. VIC SNYDER 

Mr. Snyder. Yes, thank you, Mr. Chairman. Being on the Na- 
tional Security Committee I have to choose between paying atten- 
tion to the active side of the miUtary when we have meetings at 
the same time or the veterans’ side of it and what I end up learn- 
ing about is the traffic patterns on Pennsylvania Avenue as I run 
back and forth between meetings. So, I apologize for not being 
here, although I looked over some of the statements that we were 
given earlier this morning and have some familiarity I think with 
what’s going on. Just a couple of questions or comments. As having 
both at medical school in Portland, Oregon and then in my resi- 
dency in Little Rock, I treuned at VA’s and my experience there is 
that in both those campuses as far as I was concerned and the ci- 
vilian world was concerned, you couldn’t tell when you slopped over 
from VA property onto State hospital groimds onto the medical 
campus that was run by the State. 

In Little Rock I do ride along with a police officer sometimes and 
we had a little fender bender and the police officer had to spend 
time on the phone for about 15 minutes trying to determine was 
it State grounds, federal groimds or city-run streets. Those of us 
who roamed through those campuses, we have two or three law-en- 
forcement folks that we run into. You run into your city folks, you 
have your State medical center police, and then you have the VA 
folks, and frankly, I didn’t realize unth the last 48 hours that the 
VA pohce were not armed, and I think there has to be a certain 
consistency there. I guess what I’m saying in a big way, I don’t see 
much problem with you going ahead with your VA police carrying 
firearms because frankly I thmk that would have been the expecta- 
tion at those campuses since you already have officers from the 
other facilities carrying weaponry. That’s just a comment. Any com- 
ments you want to make would be appreciated. 

The second point I wanted to make is, and now I am somewhat 
biased I think, Mr. Chairman, being a family practitioner who 
trained on those facilities, I think regardless of where the geog- 
raphy is where the^re trained at, the facility is in North Little 
Rock I think, I think the treatment model needs to be part of the 
training from the get-go on these officers. For example, and you all 
I think have discussed one example, that of the inebriated fellow 
who comes through the door. But obviously if you see a naked guy 
on the street in downtown Washington, DC, your attitude toward 
him is going to.be different than if you see a naked guy staggering 
out the front door of a VA hospital. I mean, hopefully we ^1 ap- 
proach those fellows differently, and I think that from the get-go 
you’ve got to have a different imprint in the minds of your hospitS- 
oriented police officers, and I’ll have to leave to your training ex- 
perts whether that means unlearning some things that traditional 
police officers would learn. But I know that at the facility now, 
wherever it is, that they currently are actively using people from 
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the VA hospital that come over and talk Eind they stage simulations 
of incidents that are going to occur in the hospital from the very 
begiiming, and I’m sure that that’s going to be a different t3rpe of 
training than if you’re training people for 72 other agencies. But 
that’s a lot of rambling. Any comments you might have on any of 
that I’d appreciate. 

Mr. Baffa. Sir, I’m very glad that you made those statements be- 
cause that is exactly the philosophy I have. I think that people talk 
and statistics being given about unarmed percentages I think Mr. 
Clybum gave me, in a lot of cases security guards aren’t armed. 
But I will use Mieuni or Cleveland, they have a security guard force 
and they’re supplemented by the Miami Police. In one case it’s a 
substation of the Miami Police on the hospital grounds. We have 
to understand that the VA police are there as much for patient care 
as they are for law enforcement, and it’s a different type of law 
enforcement. 

You used an example, and I’d like to use another one, of my days 
in the Secret Service. If we’re outside the White House and you 
saw somebody inebriated or naked, as you say, you had three 
choices. You could tell them to move on and hope that his family 
would take of him; you could arrest him for disorderly conduct; or 
you would send him to St. Elizabeth’s. But most of those kinds of 
mEUiifestations that happen on VA pounds are by veterans who 
are there for that very treatment and we combine law enforcement 
with the health-care community, and it has been my opinion but 
I will readdress it again, that if we send people down to a tr ainin g 
academy first learning street police work for lack of better words, 
street police work, and we build up their expectations and we don’t 
allow them to carry firearms or participate in firearms training, 
then I’m going to have a heck of a time when you bring them back 
to try to debrief them and get them into the health-care mode. 

Mr. Snyder. But by the same token, if we have any evidence 
that the training that you aU are doing is not adequate to deal with 
a true street situation — I mean for exeunple, I know that there are 
sometimes nurses coming off work at hospital facilities are kind of 
preyed upon 

Mr. Baffa. Right. 

Mr. Snyder (continuing). By some bad actors out there. 

Mr. Baffa. Right. 

Mr. Snyder. Have we had any indication that the training you 
all are doing on your VA police has not been adequate to handle 
those kinds of situations, and if so that certainly is a dike that 
needs to be plugged. 

Mr. Baffa. Sir, when I first came to the VA we were inadequate 
because we were only giving them 64 hours training per year. We 
were absolutely, positively inadequate. We have developed a train- 
ing course now which is 160 hours, emd other than not being able 
to respond to a patient or an individual because we can’t get close 
to them because we’re being shot at, I know of no cases where we 
have not effectively responded to a situation. 

I guess I’m going to tell you if I might have the liberty of one 
of the grievous cases that very, very concerns me totally when you 
talk about arming the officer or not arming the officer, what-have- 
you, and it happened a couple months ago in Dallas, Texas. And 
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we had aui ambulance driver, ambulance team, bring a patient in 
on a routine case for surgery on a Monday morning. This was Sun- 
day might; it was Monday morning. After they dropped him off, an 
individual came on the grounds with a shotgun and burst into the 
emergency room. This ambulance driver was there, had nowhere to 
go. He was a male, his accomplice was a female — ^not accomplice, 
his partner was a female, and this man was brandishing a shotgun. 
The VA police responded. They evacuated. As they tried to get near 
the guy or talk him out of it, I’m not going to use the language he 
used, put the gun to the female’s head, “If you get any closer I’m 
going to . . .” — I’m not going to go any farther, but you can imagine 
what he said to her. 'Ihey backed off and they called the police to 
respond. During that time he told the female ambulance attendant, 
“Go out and get the ambulance and bring it here.” The male ambu- 
lance attendant said, “Let me do it.” He said, “I’ll kill her.” The 
male went out. At that time the guy let one round off in the hos- 
pital with the shotgun. Our police could not get any closer because 
every time they got closer he pointed the weapon at them. 

To make a long story short, he kidnapped her before armed po- 
lice could respond. He tortured her and raped her. Now, to me that 
is wrong and we should not allow that to happen. And I think that 
if we do this right, and Mr. Chairman and Mr. Clybum, I want to 
do what you want to do and I want to do it right. I think we can 
prevent things like that from happening without endangering our 
veterans or oiu- customers, and I folly believe that. 

Mr. Clyburn. If I may, Mr. Chairman. 

Mr. Everett. Certainly. Go ahead, Jim. 

Mr. Clyburn. I’ve always had a real, real problem with making 
laws and rules and regulations based upon anecdotal stuff. That’s 
a horrible situation, but you know, at the VA Hospital Center in 
Columbia the incidents like that were domestic. We’ve had a few 
of those. Now, I don’t know if that was the 1992 instance you’re 
talking about here, but were the husband and wife causing the 
problem? 

Mr. Baffa. No, that’s another incident. The one in Columbia that 
I’m familiar with is when the niece called and said the patient had 
gotten the bus and was coming to kill the doctor because he didn’t 
give him the right prescription that he was looking for. The bus 
stopped right in front of the hospital as you’re familiar with. 

Mr. Clyburn. Right. 

Mr. Baffa. The VA police called the Columbia — ^have them help 
respond. Unfortimately, he was on the bus. He was literally on the 
bus. The VA police confronted him and a police officer was shot. 

Mr. Clyburn. Well, that’s what I’m talking about. When the wife 
called why was not the Columbia Police Department called? 

Mr. Baffa. They were. They were busy and could not respond. 
They did respond. The Columbia Police Department did respond 
too late. That’s not the fault of the Columbia Police Department. 
They had their police officers doing other things. 

(See attached letter.) 
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Department of Veterans Affairs, 

Deputy Assistant Secretary for Security and Law Enforcement, 

Washington, DC, June 24, 1997. 

Hon. Terry Everett, 

Chairman, Subcommittee on Oversight and Investigation, Committee on Veterans’ 
Affairs, 

House of Representatives, Washington, DC. 

Dear Mr. Chairman: After reviewing the transcript of my testimony of May 22, 
1997 during the hearing on Safety and Security. I realized that there was an error 
in my testimony relative to the events of the (Mlice officer that was shot in Colum- 
bia, South Carolina. I confused this incident with another shooting incident that oc- 
curred at one of our facilities in the South. 

In my testimony, I stated to Congressman Clyburn that the City of Columbia Po- 
lice Department was notified but they responded too late to avert the shootii^. This 
was incorrect. The VA Police did not have time to call the Columbia Police Depart- 
ment as they had to rush to the main hospital entrance where the alleged subject 
was to arrive on the scheduled bus, as telephoned in by the suspect’s niece a minute 
earlier. 

The Columbia Police Department responded within a few minutes after they were 
notified of shooting. I am sorry for any inconvenience this error might have caused. 

Sincerely, 

John H. Baffa 

Mr. Clyburn. I understand. I remember the incident and I did 
not believe, once again to deal with it anecdotally, that that inci- 
dent although it’s mentioned here, I think there was a much better 
response than the VA officer having a gun. Now, my mind is not 
made up about whether or not they ought to be armed. That’s not 
my problem here. 

Mr. Baffa. I understand that, sir. 

Mr. Clyburn. My problem here has to do with training 

Mr. Baffa. Yes, sir. 

Mr. Clyburn (continuing). Has to do with recruitment. 

Mr. Baffa. Yes. 

Mr. Clyburn. It has to do with whether or not the officers that 
you have hired when you recruit them where they come from. Drug 
testing. Training. All of those things that ought to go into trying 
to determine whether or not this is the kind of person that ought 
to be a police officer. 

Mr. Baffa. I agree with you, sir. 

Mr. Clyburn. And then once the decision is made on this person, 
what kind of training this person will have before having this sup- 
plemental training I like to call it that would be required for the 
VA. Because let me tell you something. It may not be in your 
records, and you may not recall these incidents, but I know of more 
than one incident on a facility at the VA that had absolutely noth- 
ing to do with anybody that wanted to rape anybody, it had to do 
with a husband and wife that wanted to get rid of one another, and 
one of them happened to work at the VA hospital and the incident 
occurred. 

Mr. Baffa. Absolutely. Domestic disputes are horrible. 

Mr. Clyburn. That’s right. Now, the problem here is that we all 
know that that’s the worst kind of situation to be in with a gun. 

Mr. Baffa. Absolutely. Absolutely. 

Mr. Clyburn. I certainly know that. And there’s a lot of that 
going on at the VA’s. So, I want to be very, very careful and meas- 
ured about this, and that’s my real concern here. So, I certainly 
don’t want us without any empirical data to get into this just be- 
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cause we’ve had some incidents, just because somebody’s emotions 
are running high, just because we have a lot of handcuffs to throw 
around. I just eun very careful. 

Mr. Baffa. Sir, I agree with you and I would like to make one 
comment, and the Director of Jackson would like to say something. 
The decision to arm VA police officers was made well over a year 
ago and before any of these incidents, i.e., what happened in Albu- 
querque, NM, what happened in Jackson, MS occurred. That deci- 
sion was made I believe a year and a half ago to begin the imple- 
mentation of pilot test sites. So, it wasn’t a Imee-jerk reaction type 
situation. And I will say that, and I personally tell you that I agree 
as does the Secretary with all your concerns. I’d like to turn over 
one thing to Mr. Miller. 

STATEMENT OF RICHARD MILLER 

Mr. Miller. Thank you, Mr. Baffa. I’m Dick Miller. I’m the Di- 
rector of the G.V. “Sonny” Montgomery VA Medical Center in Jack- 
son, MS, and I too, Mr. Clybum, have the same concerns about 
arming VA police. And I can say tliat yes, there was some emotion 
involved in that, but we went through an awful lot of agony and 
looking at our organization, a lot of fact-finding before I asked Mr. 
Btiffa to present our consideration to the Secretary for arming our 
police. We have 17 police officers presently at the Jackson, G.V. 
“Sonny” Montgomery VA Medical Center. Sixteen of those have 
prior police experience. Eleven of those have been with the VA for 
under 6 years. Sixteen of those have been at the VA for under 10 
years. Combined they have 247 years and 2 months of police expe- 
rience. Of tiiat 247 years and 2 months, they have 67 years and 
7 months in the VA. Our average experience of our police force is 
14.5 years. They have all or will in addition to having that emeri- 
ence in recognized police organizations in the coimtry, they will go 
or have gone through the now 5 weeks training at our police acad- 
emy. 

One of the significant considerations was the quality of the police 
force at Jackson that helped me in changing my opinion about arm- 
ing our police force in the hospital. A hospital is a place of healing. 
There’s no doubt about that. But in some areas when the sanctity 
and the sanctuary of that has been violated as it has been, our 
staff and our community cry out for something. 

Mr. Clyburn. May I ask you a few questions about your police 
force? Tell me a little bit about how you hire those people. 

Mr. Miller. Ironically, sir, it started about 5 years ago, just a 
couple yeau^ after Mr. Baiffa started to initiate a lot of changes. We 
had a police force that did not have very good, effective leadership. 
It was not very schooled, did not have a lot of experience, and it 
happened before I got there. I’ve been there just about 3 years. It 
will be 3 yeaffs this August. But the then chief operating officer, my 
associate director, had adready started to initiate the change in the 
improvement. We started by being very fortunate in hiring a mam 
that had extensive mUitauy experience, 22 yeau’s, as our police 
chief. 

As I mentioned to you, we have 11 police officers that have less 
tham 5 years’ experience in the VA. We have 16 police officers that 
have less than 10 years’ experience in the VA. So, with our search- 
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ing for those experienced personnel and having those people that 
qualify but also came to us with tremendous experience, we were 
fortunate to select very talented, well-trained, formerly exposed to 
the academy police ofGcers. 

This is ironic, but since the terrible event February 19th of this 
year with the murder of Dr. Carter and the suicide of Mr. Bowles, 
a veteran, the number of applicants in the 0PM area in Georgia 
has gone up. The type of quality that we are receiving has gone up. 
We’ve hired three police officers with experience from the City of 
Jackson. Quite franwy, they came to us I believe because of the un- 
fortunate press we had about the questions we had of why weren’t 
our police officers armed and the fact that I said that I was going 
to increase my police force by at least 50 percent. And I just talked 
to one of them the other day who had 14 years of police experience 
in the Jackson PoUce Deps^ment, and I chatted with him, asked 
him about his family. And he said, “You know, Mr. Miller, I can’t 
believe how wonderful a place this is and how caring the people 
are. And I’m so happy to be here because it’s the first time in 12 
years I feel good about coming to work.” So, our mission is a heal- 
ing mission, and that is what we’re there for. 

Mr. Clybuhn. But didn’t he carry a gun when he was with the 
Jackson Police Department? 

Mr. Miller. Yes, he did. And every one of these people I’m talk- 
ing about carried in some police force. 

Mr. Clyburn. 'Ihat’s maybe why he feels so good about coming 
to work. 

Mr. Miller. No, he’s referring to what he was going through 
when he was on the streets. 

Mr. Clyburn. I’m just being a little bit facetious. 

Mr. Miller. Incidentally, Pm remiss in that I’m late in coming 
here and just presented the Committee with a statement and I’d 
like to have that included in the record if I could. 

Mr. Clyburn. Without objection. 

[The prepared statement of Mr. Miller appears on p. 239.] 

Mr. CLYBURN. Do you have drug tests and that land of stuff for 
the police officers? 

Mr. Miller. The present system of drug testing that we have in 
the Veterans’ Administration for our employees are for new hirees 
by random pulling of their social secxirity number, and I’m remiss 
in remembering the date, but sometime this summer we will go to 
the random testing for all employees. So, it won’t be just new lures. 
But our police officers go through an extensive physical once a 
year, and they also go through a psychological assessment and if 
that psychological assessment indicates concern for further psycho- 
logic^ testing, that’s done. 

Mr. Clyburn. Is that done annually? 

Mr. Miller. Yes, sir. 

Mr. Clyburn. The psychological testing? 

Mr. Miller. Yes, sir. 

Mr. Everett. In the previous question did I understand that it 
is for new hires but you would also include people on the force? 

Mr. Miller. Sir, right now all new hires are randomly tested. 

Mr. Everett. How about out of the folks that have been there 
a while? 



22 


Mr. Miller. Begi^ing this summer all — and I don’t know all 
the different categories, but the police officers are included in that 
category, will be suWect to random drug testing. In addition with 
police, if the chief of police notices something tmusual about that 
behavior pattern of that officer, he can mandate that that police of- 
ficer be drug tested. 

Mr. Everett. I’m going to ask you to notify this Committee when 
that happens, and notify this Committee in any event in 90 days. 

Mr. Miller. Yes, sir. 

Mr. Everett. Mr. Miller, I recognize that you don’t have a crys- 
tal ball and perhaps you’ve not talked to all hospital directors 
across the nation or done a survey, but if I asked you today to 
make an educated guess or an opinion, would you say that other 
directors are in favor of arming their police officers, the majority 
of them, or the majority of them would be in disfavor? 

Mr. Miller. I can speculate that those directors perhaps are at 
the same position I was prior to February 19th of this year and 
maybe would not do that. But I also feel very strongly that, again, 
it wasn’t an emotional reaction. It was a very thorough, studied re- 
action. We talked to our complete medical staff, our nursing staff, 
other staff, members in the commimity, opinion leaders in the serv- 
ice organizations and in the community, and I lost a lot of sleepless 
nights debating. But I can tell you that one thing that continuously 
rings in my head is that staff physician looked at me and said, “Mr. 
Miller, something may happen to us outside the walls and doors of 
this institution, but we have 120 physicians, the system has 26,000 
ph 3 rsicians. The two most violent acte against physicians in our sys- 
tem in the last 5 years, and indeed in the last 3 years, happened 
at the Jackson VA Medical Center.” We can’t look anyone else in 
the face, I can’t look at another wife and a 12-year-old and a 6- 
year-old child in the face and say I didn’t do everything I possibly 
could to make the environment a sound and safe one. And I’m not 
foolish to think that guns are going to stop things like that. If 
somebody wants to do that, they’re going to do it. But I think for 
the psychology of the organization that’s been woimded gravely and 
will have a tough time going through this, that those steps are nec- 
essary at the Jackson VA Medical Center. 

Mr. Everett. While I appreciate the position that you’re in, the 
ranking member and I are both very sensitive though about this 
camel getting his nose under the tent, frankly. 

Mr. Miller. Right. 

Mr. Everett, .^d these things have a way, and this is my third 
term. As Jim said earher, we both come from nonpolitical back- 
grounds. I spent 30 years in the newspaper business and the busi- 
ness world before coming here, and I’m not sure that we can in the 
society we live in today have everybody walking around with guns 
to protect society. And I imderstand the heartbreak, I know some 
of it personally, that comes along with having to look a wife in the 
face and tell her or her loved one, the patient, and tell them what’s 
happened. I understand we’ve got five test pilot programs under- 
way right now with three others planned. 

Mr. Baffa. Sir, effective today we have six. We just started 
Hampton today. And I’m looking at with Jackson, they^l on line in 
a couple of weeks. 'That would be seven. And the Secretary has au- 
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thorized me to look to do up to 10. The only decision I have made 
has been on those seven. I have not made a definite decision on the 
additional three at this time. I haven’t had time, to be honest with 
you. 

Mr. Everett. I would also request to you that if as you begin or 
make the decision to put any other facilities on line that this Com- 
mittee be notified. 

Mr. Baffa. Absolutely. Yes. 

Mr. Everett. In addition to that, I would like to know prior if 
a decision is made to expand this program, the pilot program, be- 
yond its current confines. 

Mr. Baffa. Yes, sir. Yes, sir. 

Mr. Everett. Let me get a couple quick questions and then if 
Jim doesn’t have any more to answer we’ll move on to a couple 
other things. The VA policy on the pilot programs says shooting in- 
cidents will be reported immediately. 

Mr. Baffa. Absolutely. 

Mr. Everett. Who are they reported to and what does imme- 
diate mean? 

Mr. Baffa. Immediate means as soon as the situation is neutral- 
ized and everybody is safe, they are to pick up the phone and notify 
the local FBI, my office which has a 24-hour answering capability 
with an answering service. We have Mr. Harper who works for me 
and a duty agent assimed, rotating duty agent, and the Secretary 
of Veterans Affairs will be notified. 

Mr. Everett. I would ask that in the immediate notification that 
this Subcommittee which has oversight in investigation be notified 
and given full details of any such occurrence and that we be put 
on the immediate notification list. 

Mr. Baffa. Yes, sir. 

Mr. Everett. I want to ask. I recognize it’s hypothetical and I 
don’t like answering hypothetical questions myself, but neverthe- 
less it is one I think like that we must bring forth. 'That is, what 
circumstances would it be proper for an armed VA police officer to 
kill a veteran in a VA hospital? And don’t tell me that that’s not 
a possibility because we all know that it is a Mssibility. 

Mr. Baffa. No, sir, I know it’s a possibiuty. As I said, I have 
been in law enforcement for 27 years and unfortimately was in- 
volved in a shooting and it’s not a pleasant site. 

Mr. Everett. I understand. I have relatives that are in law en- 
forcement too and I know exactly where you’re coming from. 

Mr. Baffa. Mr. Chairman, I am going to answer that question. 
I’m not going to try to sluff it. I’m going to give you an answer. 
But the first thing I’d like to say is that our VA police officers, 
we’ve come a long way and I think we’ve got a good force and I 
know it’s not always important what I thmk, but it’s what you 
think, and I invite you to come out to our facilities at any time and 
look at them. Our VA police don’t want to kill anybody, and I don’t 
think there’s a law-enforcement agency anywhere that wants to kill 
anybocfy. 

Mr. Everett. I would suggest to you that no law-enforcement of- 
ficer would want to kill anjmody. 

Mr. Baffa. That’s correct. 

Mr. Everett. Let me finish, please. 
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Mr. Baffa. Sorry. Excuse me. 

Mr. Everett. My question is very direct. Do you have criteria of 
when a VA armed officer would be allowed to kill a veteran in a 
VA hospital? And be as direct as you can. 

Mr. Baffa. All right, sir, I’ll be very direct with you. Officer 
Hoerst Woods was a police officer and a veteran. I thmk it would 
have been proper for him to shoot at his assailant who was a 
veteran. 

Mr. Everett. And anytime we shoot we assume that we’re going 
to kill someone 

Mr. Baffa. That’s correct. We shoot to neutralize. 

Mr. Everett (continuing). And we should not shoot otherwise. 

Mr. Baffa. That’s correct. 

Mr. EJverett. Jim, before we leave his do you have emything else 
you’d like to 

Mr. Clyburn. Yes, sir, I have two 

Mr. Everett. Certainly. Go right ahead. 

Mr. Clyburn (continuing). Issues I’d like to cover. First of all, 
Mr. Chairman, due to last minute notice, the International Associa- 
tion of Fire Kghters has asked to submit testimony by Friday. 
They will discuss the status of fire departments at VA facilities. I 
ask you now to accept that their testimony be part of the hearing. 

Mr. Everett. Without objection. So ordered. 

[The testimony of the International Association of Fire Fighters 
was not received by the subcommittee.] 

Mr. Clyburn. Also Mr. Chairman, we had this information sub- 
mitted to us. There are some things in here that I think may be 
of assistance to us with this hearing here today. I ask that this doc- 
ument be made a part of the record. 

Mr. Everett. And that is a document from the Department of 
Veterans Affairs? 

Mr. Clyburn. Yes, sir. It’s in the record. 

Mr. Everett. It’s in the record now? Yes. 

(See p. 92.) 

Mr. Clyburn. Th ank you. Let me ask if I may about the inci- 
dents. When you have a pilot project you’re trying to gather infor- 
mation and that information is to be used for the purpose of estab- 
lishing first of all whether or not you’re going to go forward with 
a broad application of this smd if so how you’re going to do it. I’m 
a little bit concerned as to how will you determine whether or not 
this pilot has been a successful pilot and the conditions that you 
will mid which will determine whether or not you go with a meas- 
ured program, that is, a center-by-center program, or a program for 
all of the centers. Have you all developed an instrument that we 
could have or tiiat we would know would assist us in being a little 
more intelligent about what it is you’re doing? 

Mr. Baffa. Absolutely, sir. WeVe in the process of developing the 
criteria used to be made in the evaluation. It will include at this 
present time but not Umited to the amount of activity, i.e., more 
TOlice stops, more proactive law enforcement being accomplished. 
We will talk to the service organizations at the facilities. We will 
talk to the veterans at the facilities. We will talk to the local com- 
munities, the local police. We will talk to the staff. And we will 
then document all incidents as you articulated. We will compile 
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that. We will meet with Dr. Kaiser and the Secretary, give him the 
information now that you’ve asked, we will give you the informa- 
tion, and that’s how we will make the determination. 

Mr. Clyburn. When you’re saying incidents, let’s just suppose 
that during this time frame, I don’t know what the time freune is. 

Mr. Baffa. Sir, initially it was going to be a year which would 
have ended October 1, but inasmuch as we’ve added five facilities. 
I’m going to ask the Secretary if we could extend it to February. 

Mr. Clyburn. February 1998? 

Mr. Baffa. Yes, sir. 

Mr. Clyburn. And then at the end of that period you’re going to 
do some kind of evaluation of all those. Let’s just suppose no inci- 
dents occur during that period. I would say that by most methods 
we use to measure things, we say, hey, outstanding program, ex- 
actly what we intended to achieve, no incidents, the thing is work- 
ing, let’s do it everywhere. Now, the problem with that is 5 years 
ago there may have been a period of 12, 18 months where no inci- 
dents occurr^. So, tell me which one was successfiil, that period 
of time with no guns, or a period of time with guns? 

Mr. Baffa. Sir, that’s an excellent question, and I think that I 
agree with you. If we went in with this preconceived notion of what 
we wanted to do as far as arm all the police officers you articu- 
lated, you would be absolutely correct and it would be valid for you 
to come back and say, well, what about 5 years ago when you 
didn’t. That’s not how we’re looking at this. My goal is to protect 
the veteran the best way possible, and I assume you that before we 
make the evaluation we will give you all the information and give 
you the criteria and you being on the Oversight Committee, I’m 
svu:e you’ll want to look into the criteria and have questions about 
it. 'This is an open, honest attempt. There’s nothing under the blan- 
ket here. I’m not going to tell you that, yes, I think I would like 
to arm the police officers. But I do not believe, have never believed, 
that I want to go out en masse and arm police officers. I’m looking 
at this like I’ve looked at everything else as an action that needs 
to be taken and looked at. 

Ill tell you, sir, when we developed the K-9 program and started 
putting dogs on campus, people accused me of being a brown- 
shirted Nazi because we were introducing dogs on campus. They 
had visions of Alabama and Birmingham. Our dogs aren’t like that. 
They’re passive-aggressive dogs. The problem we have now is the 
veterans want to feed the dogs and take care of them and keep 
them from doing their business. So, we have no preconceived no- 
tions of this, sir. I don’t know if I’m under oath or not, but I am 
telling you we have no preconceived notions and we will allow this 
Committee to look at what our criteria is smd how we made the 
decision. 

Mr. Clyburn. Do you have K-9’s at every facility? 

Mr. Baffa. No, sir. It’s an optional program. 

Mr. Clyburn. So, that was sometl^g left up to each director — 

Mr. Baffa. That’s correct. 

Mr. Clyburn (continuing). As to whether or not he or she want- 
ed K-9’s? 

Mr. Baffa. 'That’s correct. 
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Mr. Clyburn. And the purpose of the K-S’s, of making that op- 
tion, what were the pmposes? 

Baffa. You mean why did we leave it an option? 

Mr. Clyburn. Yes. Why did you even introduce it? 

Mr. Baffa. Well, for two reasons. I’m a firm believer, and as I 
go back to before, it doesn’t do me any good to shoot somebody after 
they’ve already shot somebody else: I mean, I’ve shot the person 
who shot somebody. What we want to do is have preventive law 
enforcement. 

Mr. Clyburn. That’s what I’m asking. So, the K-9’s are part of 
some kind of prevention program. 

Mr. Baffa. Preventive. 

Mr. Clyburn. They’re not sniffing in lockers to see whether 
there 

Mr. Baffa. Excuse me, sir. Their primary functions are, number 
one, missing patient searches. We have a lot of campuses that are 
very large. 

Mr. Clyburn. True. 

Mr. Baffa. A dog is very effective in that. 

Mr. Clyburn. Right. 

Mr. Baffa. The second function is drug interdiction. Illegal drug 
interdiction. 

Mr. Clyburn. Right. 

Mr. Baffa. Those are the two primary functions of dogs on VA 
campuses. 

Mr. Clyburn. Well, that’s what I was trying to get to. 

Mr. Baffa. Yes, sir. I’m sorry. I didn’t understand the question. 

Mr. Clyburn. IliEmk you, Mr. Chairman. 

Mr. Everett. Thank you, Jim. Let me ask this one final ques- 
tion. As you know, the Veterans’ Benefits Administration is co-lo- 
cating some regional offices in VA medical center campuses. Am I 
correct in understanding that the co-located regional offices are 
contracting for their own security when the VA hospital pohce are 
already providing security on the same campus? 

Mr. Baffa. You’re partially correct, sir. What has happened is 
that we had some facilities that were contracting out their services. 
They found out it wasn’t working properly and they’re now being 
monitored by VA police. There are two other facihties that I be- 
came aware that that was an upcoming issue that they were plan- 
ning to do that. It was last November I became aware of that. I 
sent a document to General Counsel for some cleuification on the 
legalities of that. I have not gotten a final response. I have Mr. 
Hall fi'om General Counsel, .^d it is my belief that that whole 
issue has been resolved and is being resolved and that it’s a co-lo- 
cated facility. We are one VA and that facility will be secured by 
VA police to the best of my knowledge at this date. 

Mr. Everett. And you’re telling this Committee that the VA se- 
curity people will at some point ass\ime all the responsibility for all 
ofVA? 

Mr. Baffa. That is correct, sir, and if anything changes on that 
I will notify the Committee. 

Mr. EJverett. I appreciate it because I’ll be honest with you, I 
don’t know if this is a turf battle or what, but this member has had 
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about all the turf battles he can put up with during the last 4 
years. 

Mr. Baffa. I agree with you, sir. 

Mr. Everett. Let me move on qxiickly to — ^we will submit some 
other questions, by the way. We’re very interested in the cemetery 
situation, the security there, and because of the length of this hear- 
ing and we still have panels to go to, we will submit some more 
questions for record concerning that. Mr. Ogden, if I may, in 1992 
the VA’s Inspector General made several recommendations for im- 

E roving security at VA hospital pharmacies. Please briefly describe 
is recommendations and what you’ve done to implement them. 

Mr. Ogden. Good morning, Mr. Chairman, and I’d be happy to 
do that. In our testimony we elaborated on the issues that the In- 
spector General and the General Accoimting Office and this Sub- 
committee identified in that time period, and the testimony I think 
articulates what we’ve done. What I would like to do is just sum- 
marize and say that the VA program today regarding, specifically, 
controlled substances and, less so but just as si^ificant, noncon- 
trolled substances, is certainly changed — ^it’s a different world in 
1997 than it was in 1991, and I think youll see that what we said 
we were going to do we have done to the greatest extent possible. 
Some of the issues haven’t been totally resolved because some of 
them are softwEu-e driven, but I think we have procedures, policies, 
etc., concerning controlled substances accountability that are very 
stringent. Some of them are onerous to the staff, but I think you’ll 
see by looking at the Inspector General cases that have occurred 
in the last few years that no simificant volumes of controlled sub- 
stances have been diverted, and we’re confident that as we change 
the VA health-care system and move from a hospital-based empha- 
sis to community-based clinics, etc., etc., that we will reassess our 
sjrstem and continue to address these veiy important issues. 

Mr. Everett. Let me ask you, where do stolen VA drugs typi- 
cally wind up, say from any particular institution? Does it stay in 
that community? 

Mr. Ogden. Well, I can just give you my opinion, maybe Mr. 
Baffa might give you his opinion. My opinion would be that prob- 
ably both. It depends, if the stolen property is for personal use or 
for family members, or if it was large scale it would probably be 
for resale on the street. 

Mr. Everett. Do you concur? 

Mr. Baffa. Yes, sir, and I will note that since the last hearing 
on drugs which I believe was 1992, we have not had a successful 
break-in burglary of any VA pharmacy. Any drugs that have gone 
array have been through diversion. 

Mr. Everett. Is the problem generally inside though and not 
break-in’s? Inside the VA itself? 

Mr. Ogden. You mean the problems of missing drugs probably 
has been, yes, sir. 

Mr. Everett. How about security of prescription pads? 

Mr. Ogden. Well, I think the prescription pad issue is always 
going to be with us just like it’s with society in the health-care sys- 
tem at large. We have modified the VA prescription form twice 
since 1991-1992. And in addition to that, we also have encouraged 
other alternative method of writing prescriptions to include elec- 
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tronic prescriptions as well as prescriptions sjMcifically as written 
on computer forms that come out of our DHCP health-care system. 

Mr. Everett. I appreciate the indulgence of this panel. We will 
have additional questions on a number of issues that weVe dis- 
cussed here today, and at this point I want to thank you again for 
showing up and we will now move to the next panel. 

Mr. Baffa. Thank you, Mr. Chairman. 

Mr. Everett. Mr. Baffa, I realize that the VA’s pilot program 
has essentially an evolving process. You’ve heard our concerns 
about arming hospital police, the depsirtment’s undertaking an ex- 
periment and allowing the use of lethal force at its hospi^s as a 
deterrent. Constant vigilance, close supervision by the VA duiing 
this pilot project is an absolute necessity. This Committee wants to 
be notifieu of any shooting incident as we mentioned immediately. 
Also please provide for our review your 6-month and 12-month 
evaluation of your pilot facts. 

And with that we do welcome the next Committee, Mr. Joseph 
Wolfinger, the Assistant Director of Training Division, Federal Bu- 
reau of Investigation, and if you would please introduce your fellow 
panel members. 

STATEMENT OF JOSEPH WOLFINGER, ASSISTANT DIRECTOR 

OF THE TRAINING DIVISION, FEDERAL BUREAU OF INVES- 
TIGATION; STATEMENT OF CHARLES F. RINKEVICH, DIREC- 
TOR, FEDERAL LAW ENFORCEMENT TRAINING CENTER, DE- 
PARTMENT OF TREASURY 

STATEMENT OF JOSEPH WOLFINGER 

Mr. Wolfinger. Well, my name is Joe Wolfinger. I’m the Assist- 
ant Director in Charge of Training for the FBI, smd Charlie 
Rinkevich who is the Director of the Federal Law Enforcement 
Training Center at Glynco, GA, is with me. 

Mr. Everett. If you will, Mr. Wolfinger, proceed with your testi- 
mony and if you would limit it to 5 minutes, we’ll put your com- 
plete testimony into the record. 

Mr. Wolfinger. Certainly. Good morning Mr. Chairman and 
members of the Committee. I understand that I am here today to 
provide this Committee with information about FBI training, and 
specifically our firearms training program. The FBI’s new agents 
tr aining program is a 16-week course of instruction focusing in four 
core areas: academics, physical training, practical application, and 
firearms training. This equates to approximately 654 hours of in- 
struction of which firearms training accounts for approximately 116 
hours divided into 28 sessions. I think it is important to note that 
in general the mission of Special Agents of me FBI is different 
than that of a federal police officer and therefore our training is 
different. Agents are generally not first responders, nor do mey 
routinely patrol. Likewise, our basic qualifications and selection 
process are different firom other law-enforcement organizations. 

A Special Agent’s training does not stop at the conclusion of new 
agent’s training. After reporting to their first office of assignment, 
a Special Agent begins a 2-year probationary period during which 
the new Special Agent receives on-the-job training from Senior Spe- 
cial Agente. During this period the new Special Agent is expected 
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to perform specific functions of his or her job to include testifying, 
writing affidavits and so on, and is eveduated on performance. If for 
any reason the probationary Agent is dismissed, there is no appeal. 
Additionally, all Special Agents are required to qualify four times 
a year with their issued weapons and the weapons they have sub- 
sequently been authorized to carry. 

I would also like to clarify that the FBI does not certify or ap- 
prove of the organization’s instructions to include firearms train- 
ing. We have in the past offered and provided FBI instructor train- 
ing to personnel from other organizations. Having said that. I’d like 
to provide you with an overview of the new agent firearms training 
curriculum. 

The primary mission of the firearms training imit is to train new 
Agents to become safe and competent shooters with Bureau-issued 
handgims, shotguns and carbines through a 16-week, three-tiered 
training program consisting of fundamental marksmanship train- 
ing with all three weapons systems, combat survival shooting in- 
corporating all three weapons systems on progressively complex 
and challenging courses, and judgmental shooting. 

The firearms training unit at Quantico also administers fire- 
arms-related training programs for Agents assigned to FBI head- 
quarters, the Bureau’s 56 field offices, and the law-enforcement 
community. 

During firearms training students will fire a total of 4,395 
rounds. Nearly 3,000 rounds will be fired during the course of 19 
sessions as students master basic marksmanship skills and qualify 
for the first of two required times with a shotgun, handgun and 
carbine. During the remaining nine sessions students will fire ap- 
proximately 1,400 roimds as their skills are challenged during com- 
bat surviv^ training in their preparations for final qualification. 

The combat survival portion of the firearms curriculum includes 
judgmental treiining along with combat courses which include no 
shoot targets and other courses where students must work as 
teams to resolve complex shooting problems. Students are exposed 
to at least 12 computer-driven scenarios with which they must 
interact and if appropriate employ deadly force. Unsafe, unpro- 
fessional or inappropriate behavior during these scenarios or at any 
other time during ffiearms training may result in a recommenda- 
tion for a new agent review board or outright dismissal. 

Student performance is assessed constantly during firearms 
training. When appropriate, students are given individualized in- 
struction. If a student should fail to qualify, they are given 2 weeks 
of intensive remedial training after which they are afforded an- 
other opporttmity to qualify. Failure at this jimcture would result 
in dismissal from training. I’m very proud to note that the 'Training 
Division of the FBI has not lost a student because of a fireeirms- 
related failiu*e since 1990. 

In addition to successful completion of the initial firearms train- 
ing, all Agents are required to attend firearms training and qualify 
four times a year throughout their careers. A mini mu m of 1,000 
rounds is budgeted for each Agent for this purpose during each 
year to ensure that our Agents maintain this critical but perishable 
skill. 
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Agents who fail to satisfy minimum requirements lose their au- 
thority to cany firearms until the deficiency is resolved and the 
risk of availability pay should that deficiency persist. Because the 
loss of pay is such a strong incentive, this has not been an issue. 

As I said earlier, the new Agent firearms training curriculum 
consists of 116 hours of classroom and range instruction broken 
down into 28 sessions. These sessions are very much interrelated 
and complement training conducted by physical training, practical 
applications and our legal instructions unit. Our firearms training 
is multi-dimensional. It is concerned not only with an Rent’s accu- 
racy and proficiency with weapons, but also focuses on the relation- 
ship inherent to having the power and authority of applying deadly 
force. It is an intense, integrated training program focusing on 
awareness, judgment and skill. 

[The prepared statement of Mr. Wolfinger appears on p. 44.] 

Mr. Everett. Thank you, Mr. Wolfinger. Mr. Rinkevicn. 

STATEMENT OF CHARLES RINKEVICH 

Mr. Rinkevich. Thank you, Mr. Chairman and members of the 
subcommittee. It’s a pleasure for me to be here to discuss with you 
the operations of the Federal Law Enforcement Training Center. 
As you know, the FBI is a Bureau of the Department of Justice, 
but the Federal Law Enforcement Training Center is a Bureau of 
the United States Department of the Treasiuy. 

Conceived as part of the great urban and police reforms of the 
1960’s, the FLETC opened its doors in 1970. Its headquarters have 
been housed since 1975 on a 1,500-acre former Navy training base 
located just outside the city of Brunswick, GA, on Georgia’s south- 
east coast, at Glynco, GA. The FLETC also operates two satellite 
training facilities, an owned facility at Artesia, NM, and recently 
opened a licensed temporary facility at Charleston, SC. 

Bom from the need to provide federal law enforcement with con- 
sistent, high-quality training and nurtured through its infancy by 
a combination of interagency cooperation and support, the FLETC 
has matured into the largest, most cost-efficient center for law-en- 
forcement training in the nation. Center facilities at Glynco include 
a modem cafeteria, regular and special-purpose classrooms, dor- 
mitories capable of housing more than 1,200 students, office and 
warehouse space, and state-of-the-art specialized training facilities 
for physical, driver/marine and firearms training. Our Artesia site 
has much the same facilities but on a much smaller scale. 

The FLETC’s mission is to conduct basic and advanced training 
for the majority of federal government’s law-enforcement personnel. 
We also provide training for State, local and international law-en- 
forcement personnel particularly in specialized areas and support 
the training provided by our participating agencies that are specific 
to their needs. The Department of 'Treasury has been the lead 
agency for this facility and provides the day-to-day administrative 
oversight and direction to FLETC since its creation. 

Using a multidisciplined faculty that includes criminal investiga- 
tors, lawyers, auditors, researches, education specialists, police and 
physical security personnel, the center provides entry-level pro- 
grams in basic law enforcement for police officers and criminal in- 
vestigators along with advanced training programs in areas such as 
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marine law enforcement, antiterrorism, financial and computer 
fraud, and white-collar crime. Currently, 70 federal agencies par- 
ticipate in more than 200 different programs at the center. 

Both the center and its work load have grown tremendously over 
the years as more agencies have come to realize the many benefits 
of consolidated training. In 1975 when FLETC relocated from 
Washinrton, DC, a staff of 39 employees moved with the center. 
Today the FLETC has an authorized staff of 512 permanent em- 
ployees. Additionally, there are more than 150 personnel detailed 
to the center from its participating organizations. Several of the 
center’s participating organizations also maintain offices at Glynco 
with a total staff complement of over 600 employees, and employ- 
ees of the center’s facility’s support contractors total more than 
700. 

Training is conducted at either the main training center in 
Glynco, GA, our satellite training center in Artesia, NM, or the 
temporary facility I mentioned at Charleston. The temporary train- 
ing center at Charleston was established in 1996 to accommodate 
an unprecedented increase in the demand for basic training, par- 
ticulariy by the Immi^ation and Naturalization Service and the 
Boarder Patrol. In addition to the training conducted on-site at one 
of FLETC’s residential facilities, some advanced training, particu- 
larly that for State, local and international law enforcement, is ex- 
ported to regional sites to make it more convenient and/or cost-effi- 
cient for o\ar customers. 

Over the years the center has become known as an organization 
that provides high-quality and cost-efficient training with a can-do 
attitude and state-of-the-art programs and facilities. During my as- 
sociation with the center I’ve seen first hand the many advantages 
of consolidated training for federal law-enforcement personnel, not 
the least of which is an enormous cost savings to the government. 
Consolidated training avoids the duplication of overhead costs that 
would be incurred by the operation of multiple-agency training 
sites. Furthermore, we estimate that consolidated training will 
save the government over $180 million in per diem costs alone dur- 
ing 1998. That estimate is based on our projected 1998 work load 
and the per diem rates in Washington and other major cities of 
$152 a day versus the cost of housing, feeding and agency mis- 
cellaneous per diem at Glynco of slightly more than $25 a day. 
Consolidation also ensiu-es consistent high-quality training and fos- 
ters interagency cooperation and camaraderie. Students from the 
different agencies co-mingle, thus leami:^ about each other and 
each other’s professional responsibilities. 'Hiese networks establish 
at the center last throughout their careers. 

We view FLETC and consolidated training as a National Per- 
formance Review concept ahead of its time. Quality, standardized, 
cost-effective training at state-of-the-art facilities, interagency co- 
operation and networking are indisputable results of consolidation. 
Ine Administration and Congress can be proud of the quality of 
training being produced at the center and the cost savings realized. 

FLE'TC is essentially a voluntary association with each agenc^s 
participation governed by a memorandum of imderstanding and 
bolstered by the commitment of the participating agencies, the De- 
partment of Treasuiy and the Congress. Particularly in these times 
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of several budget constraints, a single agency cannot afford the so- 
phisticated facilities and steiff which are required for state-of-the- 
art training necessary to adequately prepare our nation’s law-en- 
forcement personnel. Only by consolidation at a centralized location 
are pro-ams and facilities like those at FLETC economically fea- 
sible. We estimate that it would cost in excess of $175 million just 
to duplicate the facilities available at Glsmco. 

Mr. Chairman, in closing I’d like to emphasize that the Depart- 
ment of 'Treasury and the FLETC management are strongly com- 
mitted to providing high-quality training at the lowest possible 
cost. Substantial savings are being realized by the government 
through the operation of our facility. And now I’m available to an- 
swer any questions you may have. 'Thank you. 

[The prepared statement of Mr. Rinkevich appears on p. 54.] 

Mr. Everett. Thsuik you very much, gentlemen. Mr. Wolfinger, 
in your oral testimony it indicates that the FBI does not ceid;ify or 
approve other organizations’ instructions including firearms train- 
ing. Has the FBI ever actually observed VA’s firearms training or 
instruction? 

Mr. Wolfinger. Last year there was some dialogue between our 
firearms training unit and the VA over their training and we con- 
sulted with them and looked over their outlines and materials. I do 
not believe that there was any actual on-the-scene observation of 
their training. 

Mr. Everett. If asked, would you make an observation? 

Mr. Wolfinger. We certainly have tried to work with the other 
federal agencies and local agencies over law-enforcement issues. 
Certainly. We’d be happy to work with them. We really should not 
be put in a position though of certifying it or approving it. 'The fire- 
arms training really should be dependent on the nature of the job 
that the officer is asked to do, and ovn* job is considerably different 
than the uniformed police officer in the VA. 

Mr. Everett. Do you know if any other federal law-enforcement 
entity that conducts firearms training? 

Mr. Wolfinger. We do, I know that FLETC does: ConCTessman, 
we have uniformed police at the academy and we send them to 
FLETC, to the Federal Law Enforcement 'Training Center, in 
Glynco for their initial training because the nature of being a uni- 
formed police type person in the FBI is different than being an FBI 
agent. 

Mr. Everett. I assume your answer is then that you do not 
know of any other government agency. 

Mr. Wolfinger. No. I’m sorry. 

Mr. Everett. Mr. Rinkevich, I would like to highlight actually 
some of your testimony that you’ve given and then 111 follow it with 
a question. You point out that yours is the largest, most cost-effi- 
cient center for law-enforcement training in the nation; that cur- 
rently 70 federal agencies participate in more than 200 different 
programs at the center; that consolidated training avoids duplica- 
tion and overhead costs that would be incurred by operating mul- 
tiple agencies at different training sites; and that it is estimated 
that the government would save almost $110 million in per diem 
costs in fiscal year 1998. And you point out that a single agency 
cannot afford the sophisticated facilities and stafi" which are re- 
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quired for the state-of-the-art tr ainin g necessary to adequately pre- 
pare our nation’s law-enforcement personnel. You also point out it 
would cost approximately $175 million to duplicate what you’ve got 
there. My question is, could the FLETC offer VA specialized train- 
ing that they have testified here today that they need. 

Mr. Rinkevich. Mr. Chairman, are you referring to the kind of 
training that is peculiar to the Veterans’ Administration police? 

Mr. Everett. Yes. 

Mr. Rinkevich. It is a common method of operation at our center 
at FLETC to accommodate that kind of agency-specific training. If 
I could take just a minute and explain to you, the program that the 
FBI police participate in is our 8-week basic police training pro- 
gram. In addition to the FBI police we have the uniformed division 
of the Secret Service, we have the United States Capitol Police. 
Your own police force here participates in that program. The De- 
fense Protective Force, those folks that protect the uniformed folks 
that protect the Pentagon. The folks that protect the CIA and the 
National Security Agency. They all participate in that program. 

The way the center works is that we provide the basic training 
skills that any of those pohce officers need to have in order /to per- 
form the duties of a uniformed police officer. It is then up to each 
individual agency to take those students after we’ve given them the 
basic skills, if you will, the undergraduate work, and give them the 
agency-specific skills and knowledge that they need to have, and 
most agencies do that. It takes a special training session for the 
Capitol Police for example to understand the particular laws and 
the way in which they perform their functions at the United States 
Capitol. 

'The uniformed division of the Secret Service does a special fol- 
low-on agency-specific training to deal with the specific mission, 
the specific authority, the specific policies of the uniform division. 
So, the answer to your question is yes. 'The system is designed that 
way, and it is used that way by most of the agencies; basic tr ainin g 
by &e center at Glynco and that agency-specific training by the 
agency instructors perhaps with assisteuice fi'om our own instruc- 
tions, but nonetheless agency-specific tr ainin g. 

Mr. Everett. Well, thank you very much, and I want to thank 
you gentlemen for your testimony here today, and at this point 
we’ll call the next panel. I’m sorry. I did not recognize that Dr. 
Snyder had returned to the room. I was kind of listening to the tes- 
timony, and I do apologize, Dr. Snyder. 

Mr. Snyder. WeU, I’ve been sneaking in and out, Mr. Chairman, 
running back and forth. I appreciate your 

Mr. Everett. And I did not mean to dismiss — ^you’ll get an op- 
portimity. 

Mr. Snyder. Just really one question, Mr. Rinkevich. I’m a big 
fan of well-trained law enforcement and I think that that’s been 
lacking in our nation. I think most of us have figured out that that 
has been a gap, and frankly I think one of the reasons that crime 
rates have come down is States and local communities have really 
put a lot of money into good training for police officers. So, if you 
ever need any help from anything I can do for you, I would be a 
fan of that. 
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But I do want to quibble at little bit about your fairly broad 
statement about consolidation, and if I can, just the only question 
I want to ask, on page 2 of your statement you say, “Using a multi- 
disciplined faculty that includes criminal investigators, lawyers, 
auditors, researchers, education specialists, police and physic^ se- 
curity professionals,” you provide entry-level sind basic law enforce- 
ment. But there’s nobody in there remotely related to medical, and 
probably some of the most painfiil episodes for communities is 
when law enforcement ends up killing a schizophrenic. Very dif- 
ficult situations. Or somebody who’s on drugs and when they’re 
dried out thejr’re just fine. I mean, you know those terrible things 
that you all try to prepare people for. But isn’t it a fair statement 
to say if I’m the VA people trying to make a decision about where 
to get my training and I read materials like this that doesn’t even 
mention the word medical, is it not reasonable for them to think 
since we want our folks to be focused on our patients and the folks 
roaming through the ceunpus there and the patients that come and 
go and the drugs addicts that will show back up in the middle of 
5ie night saying I need back in that, I mean, wouldn’t this be a 
little bit of a flare for them when you all don’t put any emphasis 
on medical? Now, I know that you provide medical training. I 
mean, I bet you do. I’d be shocked if you didn’t. But this certainly 
tells me that your focus is not on it at all. 

Mr. Rinkevich. Well, it’s quite true, Mr. Snyder, that we don’t 
have a focus in the sort of specific area that the Veterans’ Adminis- 
tration police would need it on dealing with the law-enforcement 
responsibihty in a medical environment, and the reason for that is 
we don’t train any police that guard medical facilities or are re- 
sponsible for medical facihties. 

Our system is designed so that our campus houses the agency 
personnel from the agencies that we train so that they can then 
t£ike the student after they’ve been given the basic skills and give 
them what they need to ^ow to be a Secret Service Agent or an 
FBI police officer. The Veterans’ Administration could house at our 
campus its personnel that would be needed in order to provide that 
agency-specific training, and if they needed medical personnel or 
other folks that were imbued with the culture of the Veterans’ Ad- 
ministration and a hospital system, that would be the way in which 
to accomplish it. 

We of course do provide medical training. We have extensive 
training in trauma management. We have extensive training in 
dealing with behavioral issues, disoriented people and mental cases 
and that sort of thing because other police officers confiront those 
things on a regular basis on the street as well. 

Mr. Snyder. Right. And I knew you did, but I’m just saying you 
chose not to focus on that in your statement here. With regard to 
your comment about they could house those personnel, but the sit- 
uation now is they get on the phone and say Dr. Jones, are you free 
tomorrow afternoon? We’ve changed our schedule. Dr. Jones is a 
psychiatrist who’s working — I just made up Dr. Jones — can you 
stroll over here this afternoon? We need to change the date of tiiat 
simulation. We need our schizophrenia lecture moved up. I mean, 
thej^re using medical people from a VA facility. It’s right on the 
same grounds, it’s on the back half of the campus, and I mean. 
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they think they’ve got a pretty nice situation right now. They can 
pull their nurses and do simulations and not having to fly in fac- 
ulty and house them somewhere. They see that as part of their re- 
sponsibility as a VA employee. But anyway, I arareciate your com- 
ments and I know everybody here is trying to do a good-faith job 
of good training in law enforcement in the most cost-effective way. 
Thank you, Mr. Chairman. 

Mr. Rinkevich. If I could, Mr. Chairman, just one quick com- 
ment, Mr. Snyder, and that is that our other agencies confront that 
same inconvenience. In other words, when the Secret Service needs 
to have someone come in that is posted here in headquarters in 
Washington, DC because of a special skill area, they make arrange- 
ments for that. So, it does work. You’re right, it’s much more con- 
venient if it’s right across the street on the same campus, but it 
is possible for those surangements to be made. 

Mr. Everett. Thank you. Dr. Snyder, and my apolomes once 
again. I might point out to this panel and the other panel that all 
members of thus Committee with the exception of our ranking 
member are members of the National Security Committee also, 
/^d you can appreciate the fact that the Chairman himself would 
probably be going back and forth if he were not Chfdrman. So, 
thank you for rejoining us, and we all recognize the fact that QDR 
is one of the most import^t things that we’re doing this year as 
far as national security is concerned and that’s the reason that the 
members are there. 

Again, I thank this Committee and I now call the next Commit- 
tee. Mr. John Vitikacs of the American Legion, and Mrs. Barbara 
Zicafoose of the Nurses Organization of Veterans’ Affairs, Mr. Er- 
nest Little, a fire fighter at Perry Point, Maryland, Veterans’ Af- 
fairs Medical Center, who will be representing AFGE. And I’ll point 
out the National Association of Government Employees will also 
submit a statement for the record. 

[The statement of National Association of Government Employ- 
ees appears on p. 90.] 

Mr. Everett. We have tons of paper up here and I’m trying to 
get them all together. And at this point I’d recognize John Vitikacs 
to go ahead and if you will make your statement. Again, I ask all 
panel members to keep statements at 5 minutes, and your complete 
statements will be made a part of the record. Thank you. 

STATEMENTS OF JOHN VITIKACS, ASSISTANT DIRECTOR, NA- 
TIONAL VETERANS AFFAIRS AND REHABILITATION COMMIS- 
SION, AMERICAN LEGION; BARBARA FRANCO ZICAFOOSE, 
MSN, RNCS, ANP, LEGISLATIVE CO-CHAIR, NURSES ORGANI- 
ZATION OF VETERANS AFFAIRS; ERNEST W. LITTLE, FIRE- 
FIGHTER, PERRY POINT VETERANS AFFAIRS MEDICAL CEN- 
TER; ACCOMPANIED BY SANDRA CHOATE, ASSISTANT GEN- 
ERAL COUNSEL, AMERICAN FEDERATION OF GOVERNMENT 
EMPLOYEES 


STATEMENT OF JOHN VITIKACS 

Mr. Vitikacs. Thank you, Mr. Chairman, Dr. Snyder, members 
of the subcommittee. Thank you for inviting the American Legion 
to testify on safety concerns within the Dep^ment of Veterans Af- 
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fairs. I will limit my remarks to the issue of arming VA security 
officers. 

First of all, I would like to commend Mr. John Baffa and Mr. Bill 
Harper for the professionalism, competence and expertise they 
have provided the VA Security Service over the past several years. 

Mr. Chairman, over the past 13 years the American Legion testi- 
fied on two previous occasions concerning arming VA security offi- 
cers. On both occasions for a combination of reasons the American 
Legion did not support armed VA security officers. Today the 
American Le^on is more flexible on this matter. As stated in our 
prepared testimony, the American Legion supports completing the 
VA Security Service pilot program on arming security officers and 
fully evaluating the program prior to deciding the future of this im- 
portant subject. 

Mr. Chairman, the world today is a much more dangerous place 
than it was 13 years ago. Crime in the inner cities has increased, 
and that is where a majority of VA medical centers are located. 
There is strong testimony on the pros and cons of arming VA secu- 
rity officers. However, adequate documentation on the objectiveness 
of each position is absent. The pilot program currently \inderway 
can help answer many questions. 

The American Legion believes that training, supervision and 
quality of individuals recruited by VA Security Service has im- 
proved in recent years. This is due to competent leadership and im- 
proved pay and performance standards. Mr. Chairman, there are 
many factors to consider in the ultimate recommendation VA 
meikes on arming security officers. 

In the final analysis, VA medical centers smd regional offices 
must be safe and secure for patients, staff and visitors. Recent 
tragic events throughout the coimtry and within VA have left all 
of us shocked and uncertain about our own safety and security. It 
is with this conviction that the American Legion looks forward to 
reviewing the results of the pilot program now underway prior to 
developing an official position on this issue. Mr. Chairman, that 
conmletes my statement. 

['me prepared statement of Mr. Vitikacs appears on p. 57.] 

Mr. Everett. Thank you very much. I will now recognize Ms. 
Zicafoose for your statement. 

STATEMENT OF BARBARA ZICAFOOSE 

Ms. Zicafoose. Mr. Chairman and members of the subcommit- 
tee, I am Barbara Zicafoose, a nurse practitioner in the Center for 
Outpatient Services at the Veterans’ Affairs Medical Center in 
Salem, VA. As Legislative Co-Chair for the Nurses’ Organization of 
Veterans’ Affairs, I am pleased to present testimony on safety and 
security in the Department of Veterans Affairs on behalf of NOVA. 
I speak for our own membership and for the more than 40,000 pro- 
fessional nurses employed by the DVA. 

NOVA is a professional organization whose mission is shaping 
emd influencing the professioned nursing practice within the DVA 
health-care system. We are very much interested in assuring that 
the VA is a safe, secure place for patients, employees and visitors. 
Work place violence has emerged as a criticm safety and health 
hazard nationally. 
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The magnitude of the problem is well documented in the lit- 
erature. The statistics account not only for the actual deaths that 
occur, but for an additional innocent bystanders and nonemployees 
killed yearly. The Bureau of Justice Statistics in a report in 1994 
reports that 1 million individuals are victims of some form of vio- 
lence in the work place each year. Health-care providers are at an 
increased risk for violence because they are caring for individuals 
and families during a time of illness which can precipitate stress 
and the sense of loss of control leading to inappropriate or violent 
behavior. One study foxmd that nursing staff at a psychiatric hos- 
pital sustained 16 assaults per 100 employee per year. Therefore, 
it is timely that this Subcommittee and the DVA investigate work 
place safety. 

NOVA recognizes that the most frequent recommendation for 
controlling violence at our medical centers is to arm our VA police 
with guns. We support Secretary Jesse Brown and the DVA’s reluc- 
tance to place firearms in our hospitals. The very presence of a 
weapon in a work environment for whatever reason ceui contribute 
to a triggering event for violence. Many of our veterans suffer long- 
term complications, disabilities and/or emotional trauma related to 
these weapons. Guns are for killing and have no place in institu- 
tions developed to promote health and wellness and the treatment 
of disease. 

NOVA supports an alternative strategy. We recommend staff 
education and training along with knowledge of evaluation and 
intervention techniques to reduce work place violence. One problem 
with the successful use of staff education and training as a success- 
ful intervention method is a lack of awareness, and in many cases 
a belief system that denies the very possibility that violence does 
exist in our DVA environment. However, experts agree that the 
best approach to reducing work place violence is prevention and 
protection. 

The Occupational Safety and Health Administration in 1996 pub- 
lished a voluntary generic setfety and health program management 
guidelines for all employers to use as a foundation for their safefy 
and health programs which includes work place violence prevention 
program. The literature supports this belief that education and pre- 
vention for work place violence would be the first intervention. Re- 
curring prevention themes include staff education and training, 
tighter security methods, adopting a zero-tolerance policy toward 
unacceptable behavior, developing a crisis management team which 
could evaluate any warnings and decide what to do about them, 
and the creation of a trauma team. 

One intervention in particular, tighter security measures, is criti- 
cal for the DVA because of the location of some of our medical cen- 
ters in high-crime areas, and the growing implementation of sat- 
ellite and mobile clinics. Some physical security measures rec- 
ommended in the literature which we feel would be very beneficial 
to our facilities include increased security of personnel on the 
premises, improved lighting, beepers for human resources and se- 
curity personnel, bulletproof glass especially in our E.R.’s and our 
high-profile areas, hidden panic butions, closed-circuit television 
cameras to monitor common areas where outbreaks of violence 
occur, metal detectors in high-crime areas, and badges for all visi- 
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tors. The use of fireeums was not included in the literature that 
recommended improvement in tighter security measures. 

Another invention is the adoption of a zero-tolerance policy to- 
w£ird unacceptable behavior. NOVA applauds Secretary Brown on 
his recent comments in putting veterans first where he addresses 
in the work place and reports that violence, threats, harassment, 
intimidation and other disruptive behavior in our work place will 
not be tolerated. Work place violence is not limited to homicide, but 
to those behaviors identified by Secretary Brown. 

A third intervention is the creation of a crisis management team. 
This team would be made up of the Director, a psycholomst with 
special training in this area, the head of security, and legm counsel 
for special training. The team would have a written plan to be fol- 
lowed when a crisis occurs or there are signs of a crisis; would 
evaluate the warnings and decide what actions would be taken. 

And then a potential life saver in work place violence that the 
literature strongly supports and one most often overlooked is devel- 
opment of a trauma team. This team would be assigned specific 
jobs such as first aid, media control, management of onlookers and 
notification of families. 

Work place violence is a problem of epidemic proportions. It can 
include violent, threatening, harassing, intimidating and disruptive 
behaviors. The literature supports that there are tactics for evalu- 
ating and diffusing work place violence issues without the use of 
weapons. Staff education and training along with knowledge of 
evaluation and intervention techniques can substantially reduce 
the possibility of work place violence.Initiating prevention and 
intervention techniques as identified can make the work place safer 
by stopping a crisis before it begins. 

I would like to thank NOVA’s president. Dr. Maura Miller and 
legislative co-chair. Dr. Sarah Myers for their assistance in the 
preparation of this testimony. 

Mr. Chairman and Subcommittee members, thank you for the op- 
portunity of presenting this testimony on behalf of NOVA. 

[The prepared statement of Ms. Zicafoose appears on p. 61.] 

Mr. EIverett. Thank you. Mr. Little. 

STATEMENT OF ERNEST LITTLE 

Mr. Little. Good morning, Mr. Chairman. Mr. Chairman and 
members of the subcommittee, my name is Ernest Little. Fm a fire 
fighter employed by Department of Veterans Affairs Medical Cen- 
ter at Perry Point, Maryland. I’m here today on behalf of the Amer- 
ican Federation of Government Employees, and particularly for 
AFGE’s federal fire fighter members. 

AFGE represents 21 out of 31 Veterans’ Affairs fire departments. 
With me is Sandra Choate. She is Assistant General Counsel and 
staff person for AFGE responsible for fire fighter issues. I might 
also add that AFGE works closely with the five major organizations 
representing federal fire fighters all of whom concur with our testi- 
mony. 

I’m particularly pleased to have this opportunity to ^pear before 
you and share our concerns over the fire protection afforded to our 
nation’s veterans and the employees of the Veterans’ Affairs Medi- 
cal Centers. 



39 


Today 111 focus on two main points. First, millions of dollars in 
savings would be achieved if the Department of Veterans Affaii's 
would emulate fire services aroimd the country and take advantage 
of the full range of emergency services of which fire fighters are 
uniquely qualified to provide. Secondly, at the present time, veter- 
ans who are patients at medical centers as well as employees are 
at great risk at most facilities because of the VA’s inattention to 
its fire services. 

With regard to the first point, missed opportunities, we believe 
the Department of Veterans Affairs would emulate fire services 
around the counti^r and take advantage of a full range of emer- 
gency services which fire fighters are uniquely qualified to provide, 
it could save millions of dollars and provide a needed and nec- 
essa^ service to the veterans of this country and to the Veterans’ 
Affairs employees. 

There is already a shining example of this within the system. 
AFGE Local 1119, the Montrose VA in New York, submitted a pro- 
posal last December to take over the emergency medical services 
functions. The director agreed and the existing ambulance service 
contract estimated to cost between $260,000 and $270,000 annual 
was canceled. An ambulance was purchased for $75,000 and the 
fire fighters took over the ambulance EMT service. Tliere’s no in- 
crease in staff and they are certified as emergency medical techni- 
cians. That justified a grade increase which cost to the VA was 
about $95,000. Response time from the fire department under 4 
minutes as contrasted with the half hour to 2 hours for the contrac- 
tor. In summary — EMS functions at Montrose wfil save approxi- 
mately $200,000 2 ifter the first year, will provide a much higher 
quality of service. 

At tile same time, it was a job easily assumed by employees al- 
ready trained to respond. This same proposal including providing 
EMS service to adjacent federal buildings on a reimbursable basis 
was submitted by lAFF Local in Minneapohs. The director con- 
cluded he was not interested. In fact, he has indicated that he is 
not interested in keeping fire departments. He simply wants to out- 
source regardless of the impact on veterans or the cost. 

AFGE’s written testimony provides a background for a second 
point with references to the science of fire suppression. It is impor- 
tant to understand the several factors when analyzing the need for 
fire service. Sprinkler in the buildings reduce the fire loss but not 
the fire risk at most VA facilities that are not fully sprinkled any- 
way. Further, when there is a fire today even in a sprinkler build- 
ing, the high use of plastics and other materials, particularly at 
medical center facilities, result in extremely hot, fast-buming fires 
which produce an increased amount of toxins and smoke. I^t me 
add, Mr. Chairman, sprinkler systems normally don’t put out a 
fire. They’re designed to keep a fire in check, l^y would the VA 
grant a waiver to staffing levels if the facility is sprinklered? The 
highest injury and death rate occurs from smoke inhalation, and 
the most vulnerable are Mople who £u-e imable to evacuate build- 
ings such as the type of VA patient population. The elderly, sick, 
or those who are easily confused such as the mentally ill, the men- 
tally retarded and those suffering from Alzheimer’s or who have 
damage from substance abuse. 
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Both fire suppression and emergency services should always be 
discussed in terms of response times. It is well known how long it 
takes before a fire results in total loss. The National Fire Protec- 
tion Association has produced a film which shows 40 seconds by 
the dropping of a lighted cigarette between two sofa cushions. The 
cushions will be^n to smolder and give off toxic fumes and flam- 
mable vapors. Within 5 minutes there is total flash-over resulting 
in heat so hot it becomes impossible to enter the room which is 
roughly around 1,100 degrees. 

Within 10 minutes the room is totally filled with vapors creating 
the back-draft condition that results in a total loss. Thus, it is criti- 
cal that a response can be made well within the 10-minute limit. 
Mr. Chairman, when critical response times cannot be met, the VA 
must take needed action to ensure that the veterans and employees 
are protected adequately by meeting minimum staffing standards 
without the wide-spread use of temporaries which has been preva- 
lent through the VA over the last 4 years. Further, that dual- 
hatting should not be practiced where it provides inherent conflict 
such as the dual-hatting police and fire fighter proposal being con- 
sidered by Battle Creek, the protective services concept. 

In addition, the Montrose VA example should be given serious 
consideration as an ajmropriate adjimct to services offered by the 
fire department. AFGE would welcome the opportunity to work 
with the Committee and explore ways in which the Department of 
Veterans Affairs fire and emergency services and provide all the 
Department of Veterans Affairs facilities in the most efficient and 
effective manner guaranteeing quality service for its customers and 
our nation’s veterans at the most realistic cost. Again, we thank 
you for the opportunity to appear today and we’d be happy to re- 
spond to any questions you might have. 

[The prepared statement of Mr. Little, with attachments, appears 
on p. 65.] 

Mr. Everett. Thank you very much, and I assure you we’ll make 
sure all your complete testimony is entered into the record. We 
have a situation here. I do not have a lot of questions for this 
panel. I don’t know that the other members will have some I’m 
sure. But we have a vote going on and we c£ui either try to get 
through in a hurry and not have to come back. My ranking mem- 
ber agrees that we should do it in a hurry. Let me just very briefly, 
and if you would keep your responses brief I would appreciate it 
because I know you don’t want to be around here another hour. Ms. 
Zicafoose, your testimony clearly indicates that NOVA’s position in 
opposition to arming VA police. Briefly can you tell me if there’s 
any situation where a local high-crime rate would justify arming 
VA police? 

Ms. Zicafoose. I think what we would have to do is really look 
at what’s in place already and if there are other measures that 
have been taken previously that could potentially have steps that 
wouldn’t require the use of firearms. I’m not saying that they 
wouldn’t be necessary, but I think we need to look at what’s in 
place to see if they have gone through every other recommended 
method of reducing violence before that we put the guns in play. 

Mr. Everett. Thank you. Mr. Little, we are going to ask VA to 
respond to specific concerns you raised in your written testimony 
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about VA’s fire protection at particular facilities, and I can assure 
you that we’ll do that. I’ll ask Mr. Clybum now if he has any 
questions. 

Mr. Clybukn. 'Thank you, Mr. Chairman. I apologize for having 
to be out of the room. 

Mr. Everett. I perfectly understand. 

Mr. Clyburn. I do have one question I would like to ask. I’m 
thinking about your remarks this morning, Mr. Chairman, and the 
figures laid out about the tremendous drop in incidents that we’ve 
had. And we all know by reading all the reports that crime is de- 
creasing in our society. However, you can’t tell it by watching TV 
and reading the newspapers. We ^1 know what sells newspapers, 
gruesome headlines and the lead story on the news every evening 
is going to be about some crime because that’s what seems to 
arouse people and get numbers up. But the actual incident num- 
bers are dropping. In view of that, I would like to know, and I 
think historically the American Legion has been sort of against 
arming the Veterans’ Police. You seem now to have changed that 
position. Why? 

Mr. VlTiKACS. On previous occasions when this organization tes- 
tified on this subject was 1984 and 1989, over the past 13 years. 
At that time both of the hearings were oversight. 'There wasn’t any 
discussion at that time about a pilot program. As I believe, the 
issue was will we or will we not do this, and I think that we were 
opposed to unilaterally arming VA security officers without having 
adequate systems in place to assure that the training, the super- 
vision, the quality of the individuals recruited on the police forces. 
We weren’t certain at that time that adl of the criteria that we 
would have liked to have seen in place was in fact in place. I think 
that this issue has certainly improved in the past half-dozen years 
and the number of violent incidents have increased. And we 
haven’t done a 180-degree change in our views, we’ve done a 90- 
degree change, and that is we support the pilot program and that’s 
as far as we’ve gone in changing our position on that subject. 

Mr. Everett. Dr. Snyder? 

Mr. Snyder. Is it Zicafoose? 

Ms. Zicafoose. 'That’s right. 

Mr. Snyder. I liked your statement. I think I agree with about 
everything that was in it. But, you know, I live five blocks from a 
VA hospital in Little Rock and we’re just coming from different per- 
spectives I think. Even though I trained in one I’m too old now to 
have recollections of that. You’re coming from the perspective of 
what’s going on inside the hospital and I see the parking lot as an 
extension of my neighborhood and the security and safety factors 
out there, emd it’s my neighborhood so I know that we have had 
some occasional problems with houses on the edges of the parking 
lot and so on. So, it may be that the VA can draw the line at the 
door or something. I thi^ we all agree if you have a lengthy walk, 
bus trip, from the parking lot that that’s a different situation than 
what you’re concerned about inside the work place environment. 
But I thought it was interesting when you were talking, I thought, 
wait a minute, she’s talking about inside and I was thinking in my 
mind the parking lot outside. 'That’s not really a question, but 
you’re welcome but you’re welcome to comment any way you like. 
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Ms. ZlCAFOOSE. That is a very good point, and I think the thing 
that we really have to be careful of is how we determine where 
these guns are going to go, in what facilities, and when the 5 r’re 
being used because if you look at the statistics, in 1994 Labor re- 
ports that there were 1,071 work place deaths, but when you look 
at the number of actual deaths within the DVA, we probably don’t 
make up 1 percent of that. So, does that really justify putting gims, 
and how do we limit where those guns are put when? 

Mr. Everett. Thank you, and I want to thank all the panel 
members and the members for their participation today. I want to 
conclude the hearing with a couple of observations. First, we all 
recognize that this is a much different world than most of us grew 
up in. Now, all of us gentlemen are much older than you ladies 
here, but the world has changed. It is a more dangerous place. 
Having said that, however, let me say that we’ve heard serious 
questions about arming of VA police. I do not think at this point 
we are persuaded arming is prudent or necesseiry. The subcommit- 
tee will continue to review the progress of this pilot program. Well 
hold another hearing at its conclusion. Second, how the VA trains 
its police warrants further examination in my opinion. I do not un- 
derstand why the VA has its own training program when the 
FLETC and the FBI do the same training on a much larger scale 
and with probably a greater savings to the taxpayers. Finally, I 
would be most interested to see the VA’s response for the record 
on the adequacy of fire protection at particular VA facilities. Safety 
must come first. All members will have 5 legislative days to submit 
questions for the record. The hearing is adjourned. 

[Whereupon, at 11:55 a.m., the subcommittee was adjourned.] 
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Prepared statement of Congressman Clyburn 

As the ranking democratic member of this subcommittee, I am pleased to join 
Chairman Everett in holding this very important bearing. 

I know that the safety and security of our VA hospitals is of the utmost impor- 
tance to the VA and to the members of this committee. In my view, we would not 
be accomplishing our mission of providing the highest possible health care service 
to our veterans if we were unable to protect the safety and integrity of our VA hos- 
pitals. 

I am greatly interested in hearing testimony firom the VA on its pilot project to 
arm VA police officers at certain VA horpitals. I am aware that the tragic shooting 
of a doctor in Jackson, MS earlier this year has caused renewed concern over the 
adequacy of the safety and security of our VA hospitals. 

I must say, however, that i believe the VA ought to be taking a measured ap- 
proach when it comes to making any final decision to arm its police officers. Very 
few private hospitals, even in some of the most dangerous, crime-ridden areas of our 
country, allow the officers who guard their facilities to carry guns. I believe there 
is a reason for this. 

As the written testimony of the nurses Etssociation suggests, hospitals are for 
making sick people healthy; guns are for killing people. The VA should be extremely 
cautious in its approach to this issue. There should be an extensive, well thought- 
out, hospital-by-hospital analysis of the feasibility and propriety of arming VA offi- 
cers before jumping into such a course of action. 

To my mind at least, it is just as easy to imagine a situation where a VA officer 
accidently kills or seriously iiqures somebody during the course of his duties as it 
is to imagine a situation where the officer’s gun keeps a killing or serious iiyury 
from occuring. 

I welcome the opportunity to hear testimony on this extremely sensitive issue, as 
well as the chance to get an update on the status of VA fire departments and the 
VA’s accountability of controlled substances. 

Thank you again, Terry, for working with us to put together such a timely and 
important hearing. 

Prepared statement op Congressman Evans 

Mr. Chairman, I want to thank you and Mr. Clyburn for calling this extremely 
important hearing today. As you Imow, the VA is tight in the middle of its pilot 
program to arm VA police officers at selected hospitals across the country, lliere 
could be no more appropriate time to conduct dihgent oversight of this program. 

I share this subrammittee’s concern over the recent violent episode at the Jack- 
son, Mississippi VA hospital in which a VA doctor was killed by an angry patient. 
I am also deeply troubled by the deaths of four VA police officers in the last five 
years. 

There should be no more important priority them to ensure the safety and security 
of hospital patients and law enforcement personnel at VA facilities. We should close- 
ly consider the means by which we can best accomplish this mission. I look forward 
to hearing testimony this morning concerning the pilot program to arm VA police, 
as well as other safety and security issues relating to VA fire departments and the 
security of prescription drugs at VA pharmacies. 

Themk you again Terry and Jim for taking a closer look at these vital issues. 


( 43 ) 
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Statement of Joseph R. Wolfinger, Assistant Director, 
Federal Bureau of Investigation 

Good morning Mr. Chairman and members of the committee, I am Joseph R. 
Wolfinger, Assistant Director of Training for the FBI. I understand that I am here 
today to ^ovide this committee with information about FBI Trainina and specifi- 
cally our Firearms Training Program. The FBI’s New Agents Training program is 
a 16 week course of instruction focusing on four core areas; academics, physical 
training, practical application, and firearms training. This equates to approximately 
654 hours of instruction of which firearms training accounts for approximately 116 
hours divided by 28 sessions. I think it is important to note, that in general, the 
mission of Special Agents of the FBI is different than that of a federal police officer, 
and therefore, our training is different. Agents are generally not “first responders” 
and do not routinely “pafrol". Likewise, our basic qualifications and the selection 
process are different from other law enforcement organizations. 

A Special Agent’s training does not stop at the conclusion of the New Agents 
training. After reporting to their first office of assignment, the Special Agent Mgins 
a two year probationary period, during which the new Special Agent receives on- 
the-job training from senior Special Agents. During this period, the new Special 
Agent is expected to perform specific functions of his/her job, to include testi^ng, 
writing affiaavits, ana so on, and is evaluated on performance. If for any reason the 
probationary Agent is dismissed, there is no appeal. Additionally, all Special Agents 
are required to qualify four times a year with their issued weapons and the weapons 
they have subsequently been authorized to carry. 

I would also like to clarify that the FBI does not “certify” or “approve” other orga- 
nizations’ instruction, to include firearms training. We have, in the past, offered and 
provided FBI instructor training to personnel from other organizations. Having said 
that, I would like to provide you with an overview of our New Agent Firearms 
'Training curriculum. 

The prima^ mission of the Firearms Trainine Unit (FTU) is to train new Agents 
to become safe and competent shooters with Bureau-issue handguns, shotguns, and 
carbines through a 16 week, three tiered training program consistine of; 

(1) fundamental marksmanshil, trainina with all three weapon systems; 

(2) combat/survival shooting incorporating all three weapon systems on progres- 
sively complex and challenging courses, and; 

(3) judgmental shooting. 

The FTU also administers firearms related training programs for Agents assigned 
to FBIHQ, the Bureau’s 56 field offices, and the law enforcement community. Inese 
programs are supported by ongoing research, and the testing and procurement of 
weapons, ammunition, ana related equipment appropriate to the needs of modem 
law enforcement. The unit also maintains the FBI’s arsenal of issued and approved 
weaponry. 

During fireaims training, students will fire a total of 4,395 rounds. Nearly 3,000 
rounds will be fired during the course of 19 sessions as students master basic 
marksmanship skills and “qualify” for the first of two required times with the hand- 
gun, shotgun, and carbine. Durmg the remainine nine sessions, students will fire 
approximately 1,400 rounds as their skills are challenged during combat/survival 
training, and their preparations for final qualification. 

The combat/survrval portion of the firearms curriculum includes ‘judgmental” 
training. Along with combat courses which include “no shoot” targets, and other 
courses where students must work as teams to resolve complex shooting problems, 
students are also exposed to at least 12 com’,uter driven scenarios with which they 
must interact and, if appropriate, employ deadly force. Unsafe, unprofessional, or 
inappropriate behavior during these scenarios or at any other time in firearms 
training may result in a recommendation for a New Agent Review Board or outright 
dismissal. 

Student performance is assessed constantly during firearms training. When ap- 
propriate, students are given individualized instruction. If a student shoudld fail to 
qualify, they are given two weeks of intensive remedial training after which they 
are afforded another raportunity to qualify. Failure at this juncture results in dis- 
missal from training. 'The Training Division has not lost a student because of a fire- 
arms related failure since 1990. 

In addition to successful completion of their initial firearms training, all FBI 
Agents are also required to attend firearms training and “qualify” four times per 
year throughout their careers. A minimum of 1,000 rounds/Agentfyear is budgeted 
for this purpose to ensure that .^ents maintain this critical, but perishable skill. 
Agents who fail to satisfy these minimum requirements lose their authority to carry 
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firearms until the deficiency is resolved, and risk loss of availability pay should the 
deficiency persist. Because the loss of pay is such a strong incentive, this has not 
been an issue. 

As I said earlier, the New Agent firearms training curriculum consists of 116 
hours of classroom emd ranue instruction broken down into 28 sessions. These ses- 
sions are very much intertrelated and conmlement training conducted by our Phys- 
ical Training, Practical Applications, and Legal Instruction Units. So yes, our fire- 
arms training is multi-dimensional, and is concerned not only with an Agent’s accu- 
racy and proficiency with weapons, but also focuses on the relationship mherent to 
having the power and authority of applying deadly force. It is an intense integrated 
training program focusing on awareness, judgement, and skill. 
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STATEMENT OF 
JOHN H. BAFFA 

DEPUTY ASSISTANT SECRETARY 
OFFICE OF SECURITY AND LAW ENFORCEMENT 
DEPARTMENT OF VETERAN AFFAIRS 
BEFORE THE 

SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
OF THE 

U.S. HOUSE OF REPRESENTATIVES 
May 22, 1997 

Mr. Chairman and Members of the Subcommittee: 

I am pleased to be here today to discuss issues related to safety and security at 
VA facilities. 

Police matters 

The Office of Security and Law Enforcement was established in December 1989 
to consolidate all of the Department's security and law enforcement functions under one 
department-wide program. Responsibilities of the office include training VA police 
officers, as well as establishing policy and providing oversight for police operations at 
department medical centers. 

Immediately following my appointment in 1989, I prepared a four-year strategic 
plan outlining needed improvements and a time-line for their accomplishment. This 
plan, which was approved by the Secretary in 1990, included goals of significantly 
expanding and Improving training for police officers at all levels. Also addressed in the 
plan was expanding and improving program oversight and other goals designed to 
ensure improved local sen/ices. One of the areas that required careful attention was 
how VA police officers would defend patients, employees, property and themselves. 

Prior to 1971, VA maintained a “security guard’ force. When we converted to 
police operations in 1971 , a decision was made to equip our police officers only with a 
chemical irritant projector, utilizing CN (Mace) as the active ingredient. Subsequently, 
approximately 15 facilities were authorized to also equip their police officers with the 
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straight stick baton because of the limited effectiveness of Mace and because of 
increasingly violent encounters between police officers and intniders at those locations. 
With these limited weapons at their disposal, VA police, at great personal risk, 
performed admirably and dealt successfully with most violent encounters. 

Several incidents drew much attention to the fact that VA police officers were at 
a distinct disadvantage when faced with an armed individual -two separate incidents in 
the late 1980s at Brecksville, Ohio and Bronx, NY, in vrhich three unarmed VA police 
officers were shot and killed in the line of duty, and in 1992 there was a serious 
wounding by gunfire of another police officer at VAMC Columbia, SC. 

Since becoming the Secretary of Veterans Affairs, Jesse Brown has played a 
direct role in issues relating to security at VA facilities. In August 1995, after giving 
serious consideration to the various and differing opinions on the matter. Secretary 
Brown elected to initiate a one-year pilot project to arm police officers at no more than 
six VA medical centers. The purpose of the pilot is to detemnine the feasibility of arming 
officers at additional facilities. Section 904 of title 38, United States Code, authorizes 
the Secretary to furnish Department police officers with such weapons as the Secretary 
detennines to be necessary and appropriate to ensure the maintenance of law and 
order and protection of persons and property on Department property. Following the 
preparation and staffing of a VA directive, and consultation with the Attorney General 
and representatives of the FBI Academy, VA initiated the pilot program in September 
1996. The Office of Security and Law Enforcement conducted on-site reviews and 
firearms training at five pilot sites; Bronx, NY; Richmond, VA; North Chicago, IL; 
Chicago (West Side) IL; and West Los Angeles, CA. These sites were selected 
because of the support of local managers and because of a desire to have as broad a 
geographical representation as possible. 

The five pilot sites initiated the program as they completed all the prerequisites, 
with the first being North Chicago on September 30, 1996, and the last being Chicago 
West Side on January 1, 1997. We originally intended to conduct an Initial evaluation 
of the program at the sixth month, but because of the shooting death of a physician at 
VAMC Jackson, MS, the Secretary directed that a preliminary evaluation be provided to 
him by April 1, 1997. The report of the evaluation, conducted by the Office of Security 
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and Law Enforcement, judged the program to be successful to date. All actions taken 
by officers were appropriate and there was evidence that officers were exercising more 
vigiiance in the key areas of investigative stops and car stops. Comments from staff 
and patients were ovenMhelmingly positive. Based upon this positive report, and in 
order to develop a broader base of experience, the Secretary decided to expand the 
number of facilities in the pilot program 

The on-site firearm training program for the officers participating in the pilot was 
developed with the assistance of the Chief of the FBI Academy Firearms Training Unit, 
who reviewed the final training plan and concluded that our training exceeded or was 
equivalent to that offered by most federal agencies. Also, at our request, the Chief of 
the Academic Affairs Section at the FBI Academy reviewed our basic police officer 
training course. Although this Section does not certify or accredit basic law 
enforcement training, it was their conclusion in April 1996, that VA’s 160-hour basic 
course appeared to be consistent with the standards established at the Federal Law 
Enforcement Training Center and at several state academies. 

Title 38 authorizes the Secretary to prescribe the scope and duration of training 
required for Department police officers. Immediately after my appointment, I focused 
attention on improving both the quality and quantity of training given to VA police. At 
that time there was a small, but dedicated, staff providing a basic police officer training 
course of only 68 hours at the Little Rock VAMC. The Department of Justice had 
recommended to VA that the training course be 160 hours. In August 1992, we 
expanded the basic police officer course to 160 hours, added highly qualified Instructors 
in the important areas of law and human behavior, and greatly improved the classroom 
facilities. In the basic course, we emphasize the specialized and specific needs of 
policing in a health care environment and the participation of VA police officers as a 
part of the medical care team. 

VA’s law enforcement training program is now funded through the Franchise 
Fund and provides basic police officer training to police officers from the National 
Gallery of Art, the Indian Health Services of the Oglala Sioux Indian Tribe, Pine Ridge, 
SD. and Walter Reed Army Medical Center. These organizations have chosen our 
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training center, in part, because of our focus on training our officers to deai with difficult 
persons, utilizing the minimum amount of force necessary. 

Finally, I wish to emphasize that we see the firearm as another tool for the 
officer. We do not see that its addition, in any way, changes the philosophy that 
Department officers use only the minimum amount of force necessary to de-escalate 
violent encounters. 

Controlled substances 

Since the 1992 House Veterans’ Affairs Committee hearing on controls over 
addictive drugs and drug diversion, VA has made significant progress. Working with 
the Office of the Inspector General, the General Accounting Office, and the Office of 
Security and Law Enforcement, the Veterans Health Administration has instituted 
regulations over the accountability of controlled substances that are more strict than 
any state or any other health care system’s requirements. Mr. Chairman, I would like to 
briefly review some of the major actions taken by the Department to address the 
diversion issue. 

In 1991, the Secretary reported controls over lower scheduled drugs as a 
material weakness under the Federal Managers’ Financial Integrity Act report. 
Subsequently, a series of actions were planned to correct the material weakness. 
Resources were identified and approved for both the software development and the 
necessary hardware to support the movement to requiring perpetual inventory of all 
controlled substances. To improve accountability and automate manual processes, 
three versions of controlled substances software have been released to VA medical 
centers. Today all VA medical centers and clinics are required to maintain perpetual 
inventory of all controlled substances dispensed. These requirements will result In 
controls that exceed the community standards. In 1997, VA will recommend that the 
material weakness be closed. 

To deter and detect diversion, VA required that access to controlled substances 
be limited within the pharmacy and that documentation be maintained regarding 
employees who have that access. Storing and dispensing of controlled substances 
must occur within locked areas and electronic access control devices must be installed 
on all locations within pharmacy where controlled substances are stored or dispensed. 
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This includes all cabinets, vaults, drawers, and carts where controlled substances are 
stored or from virhich they are dispensed. 

To verify the accuracy of inventories and identify any discrepancies in a timely 
manner, verification of all controlled substances is required every 72 hours. Prior to this 
requirement, inventory was verified monthly during the monthly narcotic inspection. 
While this verification process is time consuming, automation has offset some of the 
human resource requirements. There are examples where the 72-hour verification has 
identified discrepancies, losses and thefts. These verifications continued to support 
detection and deterrence of diversion. 

To reduce the likelihood of diversion after an outpatient prescription is filled, a 
tamper proof seal must be affixed to all controlled substance prescription vials after 
filling the prescription, all completed prescriptions must be stored in locked cabinets, 
and positive patient identification and patient signature is required before the 
medication is handed to the patient or his/her agent. 

These are just some of the actions taken as part of a comprehensive plan to 
improve the ability to deter and detect diversion of controlled substances within VA 
facilities. 

VA has also taken actions to improve the ability to deter and detect the diversion 
of non-controlled substances from VA facilities. VA has implemented a “just-in-time” 
inventory and delivery system utilizing private sector prime vendor distributors. This 
distribution system has dramatically reduced inventories within VA pharmacies for both 
controlled and non-controlled substances and has removed all inventories of 
pharmaceuticals that were stored in VA medical center warehouses. VA has developed 
and implemented Drug Accountability software that will assist VA medical centers in 
verification of inventory. Requirements regarding verification of high cost 
pharmaceuticals was established in 1991 and are still in effect. Additional software 
development is ongoing. VA has established an interface with private sector prime 
vendors that will allow for the automated downloading of goods received into VA 
inventory. The software is undergoing testing and planned release is in the summer of 
1997. After the software is released and implemented, VA will reassess current 
inventory accountability requirements. 
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VA currently operates six Consolidated Maii Outpatient Phannacies (CMOPS). 
These CMOPS dispense miliions of prescriptions a year and maintain the iargest 
inventories of pharmaceuticais in the VA system. At all the CMOPS there is a 
requirement that the private sector software aliow VA managers to track and account 
for their inventory, thereby automating the process and increasing their ability to deter 
and detect diversion. 

VA continues to review ali reports of diversion received by VHA, Security and 
Law Enforcement, and OIG investigations. Whiie the temptation to divert both 
controlled and non-controlled substances will always exist and individuals will continue 
to attempt diversion, VA has substantially improved its ability to deter and detect 
diversion. We will continue our efforts and work with all parties to identify opportunities 
for improvements. 

VA fire departments 

At the vast majority of the Department’s medical centers, fire fighting services 
are provided by local community fire departments. When local fire fighting services do 
not meet VA’s minimum level of requirements, VA operates in-house fire departments. 
The minimum level fire fighting services acceptable for VA medical centers is an initial 
response from four paid firefighters and one fire fighting apparatus meeting the criteria 
of National Fire Protection Association Standard 1901 with a minimum pumping 
capacity of 750 gallons per minute. This response must be available 24 hours a day, 
seven days a week and must be capable of responding to the medical center in eight 
minutes or less, which is equal to a distance of approximately 3-1/2 miles. 

Currently only 30 VA medical centers are operating in-house fire departments, 
with approximately 387 FTEE. The total operating costs for all 30 fire departments for 
FY 1996 was $16,289,215. The majority of these remaining 30 VA fire departments are 
located at VA medical centers In rural areas served by small, all volunteer fire 
departments. While many local communities depend upon volunteer fire departments, 
such departments, by their nature, cannot guarantee VA’s minimum level of response in 
a given time. 

Thirty years ago, more than 65 VA medical centers operated in-house fire 
departments. As conditions have changed over the past several decades, local 
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communities have expanded and their fire departments have grotwn in size and quality. 
As the local fire fighting services expanded, fire fighting responsibility was transferred 
from VA medical centers to the local community whenever possible. In the past ten 
years, 6 VA medical centers have closed their fire departments. 

One of the objectives of the Under Secretary for Health’s Prescription for Change 
is to focus management attention on VHA’s key business of providing health care. With 
this in mind, we are exploring opportunities for contracting out fire fighting services 
wherever possible. However, the potential for contracting out of fire fighting services at 
VA medical centers in the future is limited. Because VA fire departments typically 
perfomi a number of non-fire fighting duties, such as inspecting and maintaining fire 
protection equipment, conducting fire drills, or serving as part of the hazardous 
response team, in addition to providing fire fighting services at their medical centers, the 
actual cost for their fire fighting sen/ices is significantly less than the cost to establish an 
outside source for this service. This cost differential has been documented by the 
numerous A-76 cost comparison studies. 

VA policy is meant to ensure an adequate level of fire fighting response for 
buildings housing patients overnight and reflects nationally-accepted practices. There 
are no Federal laws or regulations or other fire codes or standards requiring VA to 
establish, operate or maintain in-house fire departments. 

A typical VA in-house fire department is staffed with 15 FTEE, including a fire 
chief to provide a minimum of 4 fire fighters on duty for each tour of duty. VA maintains 
a up-to-date fleet of fire pumpers virith sufficient pumping capacity and equipment. 
Each in-house VHA fire department has, as a minimum, a fire pumper that is loss than 
17 years old with the average age being 8 years old. VHA has a Fire Department 
Program Manager who coordinates the activities of the VA fire department program. 

While VA continues to pursue options which would enable us to focus on the 
primary role of proving health care to our patients, the Department remains dedicated to 
ensuring a safe environment for our patients, employees and visitors. 

Vandalism at National Memorial Cemetery of the Pacific (NMCP) 

In the late evening of April 19 and early morning of April 20, 1997, the National 
Memorial Cemetery of the Pacific, or The Punchbowl,” was one of seven cemeteries in 
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the State of Hawaii to be desecrated by vandais. Vandais spray painted profane and 
racist words on aii 22 waiis in the Cotumbarium Courts and desecrated the Chapel, 
grave markers, raiiings and waiis throughout the cemetery. Neither the Federai 
Government nor VA appeared to be specific targets of the vandais as the unauthorized 
entry by an unknown number of persons affected VA, State and private cemeteries. 

The attack on NMCP, the Kaneohe State Veterans Cemetery and severai private 
cemeteries on Oahu was organized, as vandais used stenciis and rad spray paint to 
pubiicize their racist and hatefui messages. The cost of repairs at NMCP was 
estimated at $20,000, donated by the Paraiyzed Veterans of America, i am pleased to 
report that the damaged areas in NMCP have been restored and all graffiti has been 
removed. Federal, state and local law enforcement officials continue to work together 
and are still seeking the suspects. 

Mr. Chairman, this concludes my prepared statement. My colleagues and I will 
be happy to answer any questions. 
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Statement of Charles F. Rinkevich 
Director of the Federal Law Enforcemem Training Center 
For Presentation to the Committee on Veterans Afiairs 
Subcommittee on Oversight and Investigations 


Mr. Chairman and Members of the Subcommittee, I am pleased to be here today to 
provide you with an overview on the operations of the Federal Law Enforcement Training 
Center (FLETC). 

Conceived as part of the great urban and police reforms of the 1 960s, the FLETC opened 
its doors in 1970. Its headquarters have been housed since 197S on a 1,500 acre former Navy 
training base located just outside the city of Brunswick on Georgia’s southeast coast. The 
FLETC also operates two satellite training facilities, an owned facility in Artesia, New Mexico, 
and a licensed temporary fiuhlity in Charleston, South Carolina. 

Bom from the need to provide Federal law enforcement with consistent, high quality 
training and nurtured through its infancy by a combination of interagency cooperation and 
support, the FLETC has matured into the largest, most cost-efficient Center for law enforcement 
training in the nation. Center facilities at Glynco include a modem cafeteria, regular and special 
purpose classroonuk dormitories capable of housing more than 1,200 students (single 
occupancy), office and warehouse space and state-of-the-art specialized facilities for physical, 
dtiver/marine and firearms training. The Artesia satellite Center has facilities similar to those at 
Glynco but on a much smaller scale. 

The FLETC’s mission is to conduct basic and advanced training for the iruijority of the 
Federal Govemmem's law enforcement personnel. We also provide training for state, local and 
international law enforcement persormel in specialized areas and support the training provided 
by our participating agencies that is specific to their needs. The Department of the Treasury has 
been the lead agency for the United States Government in providing the administrative oversight 
and day-to-day direction for the FLETC since its creation. 

Using a multi-discipline faculty that includes criminal investigators, lawyers, auditors, 
researchers, education specialists, police and physical security professionals, the FLETC 
provides entry level programs in basic law enforcement for police officers and criminal 
investigators along with advanced training programs in areas such as marine law enforcement, 
anti-terrorism, financial and computer fraud, and white-collar crime. Currently 70 Federal 
agencies participate in more than 200 different programs at the Center. 

During FY 1996 the FLETC trained 19,352 students, representing 88,792 student weeks 
of training and had an average resident student population of 1,708. April 1996 projections by 
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our participating agencies indicate that during FY 1997 the Center will train 29,3 SI students, 
representing 135,691 student weeks of training, with an average resident student population of 
2,609 


Both the Center and its workload have grown tremendously over the years as more 
agencies have con« to realize the many benefits of consolidated training. In 1975, when FLETC 
relocated fi-om Washington, D C., a staff of 39 employees moved with the Center. Today the 
FLETC has an authorized staff of 5 12 permanent employees. Additionally, there are more than 
150 personnel detailed to the FLETC from its participating agencies. Several of the FLETC’s 
paiticipating agencies also maintain offices at the Center with a total staff complement of over 
600 employees and employees of the Center’s facility support contractors total more than 700. 

In 1970 the FLETC graduated 848 students. By FY 1976, the first full year of training at 
dynco, that total had grown to 5,152, and in FY 1996, as I mentioned earlier, the Center 
graduated more than 19,000 students. The Center graduated more students in the last three years 
than it did in its first 10 years of operations, a graphic example of the tremendous growth 
experienced by the Cemer in the last few years. In all, the FLETC has graduated in excess of 
325,000 students since its creation. 

Training is conducted at either the main training center in dynco, Georgia, our satellite 
training center in Artesia, New Mexico, or the tempor^ training facility in Charleston, South 
Carolina. The temporary training site in Charleston was established in FY 1996, to 
accommodate an unprecedented increase in the demand for basic training by the participating 
agencies, particularly that of the Immigration and Naturalization Service (INS) and United States 
Border Patrol (USBP). It is the direct result of recent Administration and Congressiorud 
initiatives to control illegal immigration along the United States borders and to protect Federal 
workers in the workplace. We expect the Charleston temporary facility to be needed through 
FY 1999. However, ailer FY 1999, sufficient capacity should exist at the dynco and Anesia 
Centers to accommodate the training requirements of all our paiticipating agencies and the 
Charleston fiicility will be closed. 

In addition to the training conducted on-site at one of the FLETC's residential facilities, 
some advanced training, particularly that for state, local and international law enforcemem, is 
exported to regional sites to make it more convenient and/or cost efficient for our customers. 

Over the years, the FLETC has become known as an organization that provides high 
quality and cost efficiem training with a “can do” attitude and state-of-the-art programs and 
facilities. During my association with the Center, I have seen first-hand the many advantages of 
consolidated training for Federal law enforcement personnel, not the least of which is an 
enormous cost savings to the Goveniment. Consolidated training avoids the duplication of 
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overhead costs that would be incurred by the operation of multiple agency training sites. 
Futthesmore, we estimate that consolidated training will save the Government $108,100,000 in 
per diem costs alone during FY 1998. This estimate is based on’ the Center’s projected FY 1998 
workload and per diem rases in Washington and other major cities of $lS2/day versus the cost of 
housing, feeding, and agency miscellaneous per diem of $2S.26/day for a studem as Glytico. 
Consolidation also ensures consistent, high quality training and fosters interagency cooperation 
and camaraderie. Students from the difieient agencies commingle, thus learning about each 
other and each other's professional responsibilities. The networks established at the Cemer last 
throughout their careers. 

We view FLETC and consolidated training as a National Performance Review concept 
ahead of its time. Quality, standardized, cost-effeaive training in state-of-the-art facilities, 
interagency cooperation, and networking are indisputable results of consolidation. . The 
Administration and Congress can be proud of the quality of the training being provided at the 
FLETC and the savings realized through consolidation 

The FLETC is essentially a voluntary association with each agency's participation 
governed by a Memorandum of Understanding, and bolstered by the commitment of the 
participating agencies, the Department of the Treasury and the Congress. Particularly in these 
times of severe budget constrainu, a single agency catmot afford the sophisticated fitcilities and 
staff which are required for the state-of-the-art training necessary to adequately prepare our 
nation's law enforcement personnel. Only by consolidation at a centralized location are 
programs and facilities like those at the FLETC economically feasible. We estimate that it 
would cost in excess of $175,000,000 just to duplicate the fiiciiities available at the FLETC. 

Closing 

Mr. Chairman^ in closing, 1 would like to emphasize that the Department of the Treasury 
and FLETC management are strongly committed to providing high quality training at the lowest 
possible cost. Substantial savings are being realized by the Govemmem through the operation of 
the Center as a consolidated training facility. 

I am available to answer any questions you may have concerning this appropriation 


request. 
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STATEMENT OF JOHN R. VITIKACS, ASSISTANT DIRECTOR 
NATIONAL VETERANS AFFAIRS AND REHABILITATION COMMISSION 
THE AMERICAN LEGION 
BEFORE THE 

SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
COMMITTEE ON VETERANS’ AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 
ON 

SAFETY AND SECURITY IN THE DEPARTMENT OF VETERANS AFFAIRS 
MAY 22. 1997 


Mr. Chairman and Members of the Subcommittee: 

The American Legion appreciates this opportunity to present its views on the Security 
Program of the Department of Veterans Affairs (VA) — Veterans Health Administration (VHA). 

On May 19, 1988, The American Legion testified before this Subcommittee that 
inadequate salaries and the lack of special salary rates contributed to high turnover and high 
vacancy rates within VA Security Service. At that time. The American Legion opposed arming 
VA security officers. Then, as now, the issues of training, supervision, pay and job performance 
are important qualifying factors to arming VA security officers. 

Over the past several years, a gradual improvement occurred in the recruitment and 
retention of VA security officers. The security service vacancy and turnover rates dropped 
considerably as a result of increasing most pay grades, along with the expansion of special pay 
rates. Sadly, vacancy and personnel turnover rates have recently increased However, this is due 
more to the recent uncertainties about government reductions-in-force and other occupational 
concerns. 

The American Legion believes VA security officers should be paid commensurably with 
the federal law enforcement pay scale. Adequate salaries and other benefits improve VA security 
officer recruitment and retention. However, the question of whether to arm all VA police officers 
is more important than simply receiving a larger paycheck The recruitment and retention of a 
competent security staff and providing proper police training and supervision creates the key 
conditions for alleviating concerns about the arming of VA security personnel. A weapon does 
not make a competent security officer, rather the officer must be able to diligently and 
conipetently carry-out their responsibilities. 

Mr Chairman, VHA is in the process of conducting a test program of arming security 
officers at six medical centers. The program will be completed about the end of 1997, with a full 
evaluation in early 1998. At this time, the pilot program is too current for any substantial 
assessment. The VA is learning valuable information in relation to the pilot program and The 
American Legion supports the program. 
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It is the conviction of The American Legion that VA medical centers and clinics are totally 
responsible for the safety and security of patients and staff; protection of Government property; 
the property of patients and staff; and the orderly conduct of affairs at VA installations. It is 
equally important that VA employees be able to carry out their important duties and 
responsibilities without the apprehension of worrying about their own safety and the safety of the 
patients to whom they are providing care and services. 

Recent tragic events at certain VA medical facilities support these concerns. Over the past 
ten years, four VA security officers have died in the line-of-thrty and others have been seriously 
injured Additionally, a medical doctor was recemly killed at VAMC Jackson, MS; and a nurse 
was raped at VAMC Manhattan, NY. Other serious incidents could have produced equally tragic 
outcomes. 

The American Legion recognizes that VA security officers face the same dangers as any 
other city or county law enforcement officer, and often times more than other federal 
departments. On an average day. VA security officers respond to assaults, disturbances, fleeing 
suspects, motor vehicle stops, etc. Officers not only patrol buildings but also grounds and streets. 
If VA ultimately makes a recommendation to permanently atm security officers, the 
implementation of that decision should be gradual and measured, with close supervisory controls. 

The VA Little Rock Training Academy must be capable of providing security officers 
responsible training in the conduct and use of firearms. If a recommendation is made to atm VA 
security officers it must be certain the best training is available, along with a continuous 
instruction and assessment program. 

Mr Chairman, in all instances, a security officer’s quick thinking and proper training 
cannot neutralize someone intent on committing a violent crime. Thirteen years ago. The 
American Legion testified before the House Veterans Affairs Committee that the potential 
ramifications of VA security officers carrying firearms far outweighs its justification. The tragic 
and nearly tragic events within VA facUities over the past ten years are very serious. The 
American Legion believes the current pilot program on arming VA security officers should be 
completed and fully evaluated prior to deciding the future policy of this important subject. 

Mr. Chairman, that completes my statement. 
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Th© 

American 

Legion 



For Cod and Country 


* WASHINGTON OFFICE * 1606 ‘K’ STREET. N.W. * WASHINGTON. DC. 20006-2847 * 

(202 ) 661-2700 * FAX (202) 861-2726 * 


May 19, 1997 


Honorable Terry Everett, Chairman 
Subcommittee on Oversight and Investigations 
Committee on Veterans’ Affairs 
337 Cannon House 0£Bce Building 
Washington, DC 20515 


Dear Chairman Everett: 


The American Legion has not received any federal grants or contracts, during this year or in 
the last two years, from any agency or program relevant to the subject of the May 22 
hearing on Safety and Security in the Department of Veterans Affairs. 


Sincerely, 


John Vitikacs, Assistant Director 
for Resource Development 
National Veterans Affairs and 
Rehabilitation Conunission 
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JOHK R. VITIKRC8 

XSSI8TRKT DIRECTOR FOR RE80URCE DEVELOPMENT 
NATIONAL VETERANS AFFAIRS AND 
REHABILITATION COMMISSION 


Mr. Vitikac8' service with The American Legion 
commenced on November 1, 1982. He was assigned as a Field 
Service Representative with the National Veterans Affairs 
and Rehabilitation Commission (VA6R) • Assuming . i'new 
responsibilities in January 1990, John applied his Field 
Service experience in the capacity of Resource Development 
Specialist, preparing Congressional testimony on a wide 
variety of veterans' related legislation. In April 1993, he 
was promoted to the position of Assistant Director for 
Resource Development. 

Mr. Vitikacs* duties with The American Legion include 
oversight of Veterans Health Administration medical care 
programs, medical construction, the National Cemetery 
System, State veterans' programs, and Department of Veterans 
Affairs budgetary analysis. 

John was born in Frederick, Maryland on September 10, 
1952. He graduated from Brownsville Area High School, 
Brownsville, Pennsylvania in May 1970. He served on active 
duty in the U.S. Army from June 1970 until June 1973. He 
received training as a combat intelligence analyst at Fort 
Holabird, Maryland, and served a tour of duty with the 525th 
Military Intelligence Group, MACV Headquarters, Saigon, 
Vietnam. Upon completion of his Vietnam service until 
discharge, he was assigned to Supreme Allied Headquarters 
Europe, Brussels, Belgium as a personnel security analyst. 
Mr. Vitikacs' military decorations include the Bronze Star 
Medal (meritorious). Army Commendation medal, and Good 
Conduct Medal. 

Mr. Vitikacs obtained a Bachelor's Degree in Public 
Administration from George Mason University in Fairfax, 
Virginia and a Graduate Certificate in Legislative Affairs 
from George Washington University, Washington, DC. He 
belongs to American Legion Post #364, Woodbridge, Virginia. 
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Mr. Chairman and Members of the Subcommittee, 1 am Barbara Zicafoose, Nurse 
Practitioner in the Center for Outpatient Services at the Veterans Afiairs Medical Center in 
Salem, Virginia- As Legislative Co-Chair for the Nurses Organization of Veterans Affairs 
(NOVA), 1 am pleased to present testimony on safety and security in the Department of 
Veterans Affairs (DVA) on behalf of NOVA. 1 speak for our membership and for the more 
than 40,000 professional nurses employed by the Department of Veterans Affairs (DVA). 

Introduction: 

NOVA is a professional organization whose mission is: Shaping and influencing 
professional nursing practice within the DVA healthcare system. NOVA is very interested in 
assuring that the DVA is a safe, secure place for patients, employees, and visitors. Workplace 
violence has emerged as a critical safety and health hazard nationally. 

Workplace violence is a problem of national scope which can effect everyone. The 
magnitude of the problem is well documented in the literature. The 1994 U.S. Department of 
Labor report notes that 1,071 workplace deaths occur every day of the year. These statisticses 
to an average of three individuals dying at the workplace each and every day of the year. 

These statistcs do not account for the additional several hundred innocent bystanders and non- 
employees killed yearly. The Bureau of Justice Statistics, in a report released in July 1994, 
reported that one million individuals are victims of some form of violent crime in the 
workplace each year. This represents approximately IS percent of all violent crimes 
committed annually in America. Health care providers are at an increased risk for violence 
because they are caring for individuals and families during a time of illness which can 
precipitate stress and the sense of loss of control, leading to inappropriate or violent behavior 
(Boucher, 1993). 

According to one study (Goodman, 1994), between 1980 and 1990, 106 occupational 
violence-related deaths occurred among health care workers, 18 of these being registered 
nurses. Another study found that nursing staff at a psychiatric hospital sustained 16 assaults 
per 100 employees per year. At a time when homicide is the second leading cause of death to 
American workers and violence in the workplace is increasing, it is timely that the this 
Subcommittee and the DVA investigate workplace safety. 

Considerations: 

NOVA recognizes the most fiequent recommendation for controlling violence at 
medical centers is to arm our VA police with guns. We support Secretary Jesse Brown and 
the DVA*s reluctancea to place firearms in our hospitals. The very presence of a weapon in a 
work environment, for whatever reason, can contribute to a triggering event for violence. 
Many veterans suffer long-term complications, disabilities, and/or emotional trauma related to 
these weapons. Guns are for killing and have no place in institutions developed to promote 
health and wellness and the treatment of diseases. The passage of the Brady Bill in 1994 
further indicated that with concerted efforts at public education, more stringent measures 
could be passed. 
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NOVA supports an alternative strategy. Staff education and training, along with 
knowledge of evaluation and intervention techniques can reduce workplace violence. The 
problem with the successful use of staff education and training as a successful intervention 
method is a lack of awareness, and in many cases, a belief system that denies the possibility 
violence existing in our environment (Kelleher, 1996). 

Another consideration related to workplace violence is its cost to the system. 

Following a violent incident in the workplace, there is generally loss of productivity, a drop in 
morale, people are physically injured, and frequently dozens of individuals are severely 
traumatized by the event. Additionally, it is estimated that violent crimes in the workplace (in 
1994) caused some 500,000 employees to miss 1,751,000 days of work annually, or an 
average of 3.5 day per incident. This missed work equated to approximately $55,000,000. 
Experts agree the best approach to reducing workplace violence is prevention and protection 
(Brow, 1993; Ducan, 1995; Kelleher, 1996; Labig, 1995; McClure, 1996; McVey, 1996; and 
Smith, 1994). 

Prevention and Protection; 

The Occupational Safety and Health Administration (OSHA) in 1996 published 
voluntary, generic safety and health program management guidelines for all employers to use 
as a foundation for their safety and health programs, which can include a workplace violence 
prevention program. A review of the literature supports this belief that education and 
prevention for workplace violence should be the first intervention. Recurring prevention 
themes include (but are not limited to): staff education and training; tighter security measures; 
adopting a "Zero Tolerance" policy toward unacceptable behavior; developing a Crisis 
Management Team which would evaluate any warning and decide what to do about them; and 
creating a Trauma Team. 

One intervention mentioned, tighter security measures, is critical for the DVA because 
of the location of some Medical Centers in high crime areas and the growing implementation 
of satellite and mobile clinics. Some physical security measures recommended in the 
literature include: increase security personnel on the premises during off duty hours; 
improved lighting; beepers for human resources and security personnel; badges for all visitors; 
metal detectors in high crime areas; bullet ptxxtf glass (especially in ER’s and high proftie 
areas); hidden panic buttons; and closed-circuit television cameras. These cameras would 
monitor common areas tike stairwells, lobbies, reception areas, smoking and break areas, and 
warehouses, where many outbreaks of violence occur. If new mobile clinics are visiting high 
crime areas, then NOVA recommends that a security escort be sent with that clinic. 

Another intervention is the adoption of a "Zero Tolerance" policy toward unacceptable 
behavior. NOVA applauds Secretary Jesse Brown on his recent comments in putting veterans 
first (March 20, 1997) where he addressed safety in the workplace and reports that, "Violence, 
threats, harassment, intimidation, and other disruptive behavior in our workplace will not be 
tolerated." Workplace violence is not limited just to homicide but to those behaviors 
identified by Secretary Brown. The "Zero Tolerance" policy identifies and provides a solid 
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definition of worIq)lace violence It includes; any act which is physically assaultive; behavior 
indicating potential for violence (such as shaking fists and throwing objects); any substantial 
threat to harm another individual or endanger safety of employees; a significant threat to 
destroy property; and aberrant behavior that okay signal emotional distress. Staff need to be 
trained to be aware of the warning signs of a potentially violent individual and the method of 
reporting such an individual. 

A third intervention identified is the creation of a Crisis Management Team. This 
team would include the Director, a psychologist with special training in this area, die head of 
security, and legal counsel with special training. This team would have a written plan to be 
followed in a crisis or when there are signs a crisis may occur, evaluate any warnings of 
potential violence and decide what actions need to be taken. 

A potential lifesaver in workplace violence and one most often overlooked is the 
development of a Trauma Team. This team would be composed of trained personnel with 
specific "jobs” in the event of a tragedy. It would include such assignments as first aid, 
media control, management of onlookers and notification of families. 

Summary: 

Over one million employees will be victims of workplace violence this year according 
to the Department of Justice. Over one thousand will be murdered at work, and this number 
may be conservative. Workplace violence is a problem of epidemic proportions. The 
probability of being the victim of workplace violence in some form is about fifteen percent 
and growing each year. Violence inflicted upon employees may came from many sources, 
including patients, third parties such as robbers, and even coworkers. It can include violent, 
threatening, harassing, intimidating, or disruptive behavior. Current literature supports that 
there are tactics for evaluating and defusing workplace violence issues without the use of 
weapons. Staff education and training, along with knowledge of evaluation and intervention 
techniques, can sub^antially reduce the possibility of workplace violence. Initiating 
prevention and intervention techniques as identified can make the workplace safer by stopping 
a crisis before it begins. 

I would like to thank NOVA’s President, Dr. Maura Farrell Miller, PhD, ARNP, CS, 
and Legislative Chair, Sarah V. Myers PhD, MSN, RNC, for their assistance in the 
preparation of this testimony. Thank you for the opportunity of presenting this written 
testimony on behalf of NOVA. 
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I am Ernest W. Little, a fire fighter employed by the Department of Veterans Affairs 
(DVA), at Perry Point, Maryland, and a member of AFGE Local 331. I am here today on 
behalf of the American Federation of Government Employees (AFGE), which represents 
700,000 employees, many of whom work for DVA. We are particularly pleased to have 
this opportunity to appear before you. 

Currently, DVA maintains 31 fire departments and AFGE represents the employees 
at 21 of those departments. There are five major organizations representing federal fire 
fighters--AFGE, the International Association of Fire Chiefs, the International Association 
of Fire Fighters, the National Association of Government Employees and the National 
Federation of Federal Employees. These five organizations work closely together on all 
federal fire fighter issues. We have discussed this testimony and all agree that if each 
were to testify, they would present the same views. 

In preparation for today’s hearing, we surveyed the 21 fire departments which 
AFGE represents. We had only a few days to do this but were pleased with about a 35% 
response rate and will refer to the information obtained throughout this testimony. 

We will focus our remarks on DVA fire service and present the views of our DVA 
fire fighter members. Their particular concerns are the fire protection afforded our 
nation's veterans at DVA medical centers throughout the country and the opportunities 
which exist to utilize the fire service to provide needed services at great cost savings to 
DVA. 


I want to stress that AFGE has been working closely with the Administration in its 
reinvention efforts. We endorse the goal of an efficient, cost effective service which 
places its customers first. To this end, we have met with Secretary Jesse Brown and 
discussed the advantages to OVA of having the authority to enter into sharing 
arrangements. Our position has been that prior to entering into such arrangemerrts, the 
full scope of the work must be determined, its cost calculated and an accurate 
comparison between in-house performance and performance by outsourcing must be 
made. In addition, AFGE has long been an advocate for seeking new ways to do 
business which will both improve the service provided to customers and be cost effective. 
Unfortunately, the DVA fire service has not benefited from any in-depth analysis and in 
fact, appears to be viewed solely as a source of revenue drain rather than a critical 
component of caring for our nations veterans. 

Today, we would like to focus on two main points. First, millions of dollars in 
savings could be achieved if DVA would emulate fire services around the country and 
take advantage of the full range of emergency services which fire fighters are uniquely 
qualified to provide. Second, at the present time, veterans who are patients at M^ical 
Centers as well as employees are at great risk at most facilities because of DVA's 
inattention to its fire service. 

To fully understarKf the importance of these points, some background may be 
necessary. 

Today's Fire Service . 

Beginning in the early 1980's, fire incidents were drastically reduced. This was 
directly attributable to the fire services’ public education efforts, widespread prevention 
and protection measures, and the estaUishment and enforcement of better fire safety 
codes. 


At the same time, communities nationwide began calling upon their fire 
departments to respond to all types of emergemies-hazardous materials incidents, 
crash/rescue efforts, and emergency medical services-and most now have even changed 
their names to reflect that they are now no longer just fire departments but rather. 
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emergency services departments. 

This also coincides with the changes taking place in the medical profession. The 
provision of both Basic and Advanced Life Support by Emergency Technicians is saving 
communities millions of dollars by utilizing fire ^hters for this function. There is now 
widespread recognition of the ne^ for on-the-scene immediate care prior to transport; an 
emergency service which fire fighters can easily fulfill and which enables hospitals to 
significantly reduce emergency room services and personnel. In addition, it is now well 
established that immediate emergency medical attention not only saves lives but reduces 
the time and attendant costs needed for recovery. 

Unfortunately, the federal government has not completely recognized these 
changes, although the Department of Defense (DoD), which empioys 98% of ail federal 
fire fighters, has taken the first step. Its Fite and Emergency Services Quality Working 
Group adopted a five-year strategic plan which included the goal of having DoD fire 
departments assume full responsibility for all emergency medical services at DoD 
facilities. 

Fire Fighting Is A Science . 

Over the years, research has yielded certain scientific facts pertaining to fire 
suppression. Most important among those facts is that sprinklered buildings reduce fire 
loss but not fire risk. When there is a fire, the high use of plastics and other synthetic 
materials, particularly at medical facilities, results in an extremely hot, fast-burning fire 
which produces an increased amount of toxin-carrying smoke. 

For example, articles which contain polyvinylchoride (PVC’s) can melt when 
exposed to heat, creating a highly toxic vapor. As fire fighters say: one whiff and you 
wonder what it is; but you’ll never know because after the second whiff, you’re dead. 

Today, there are more deaths from smoke inhalation than there are from fire burn. 
The highest injury and death rate from burns and smoke inhalation occur to people who 
are unable to evacuate buildings such as the elderly, the sick or those who are easily 
confused such as the mentally ill, mentally retarded, those suffering from Alzheimer’s or 
who have damage from substance abuse~the very type of patients at VA Medical 
Centers. 

Response Times Are Critical . 

Both fire suppression and emergency medical services should always be 
discussed in terms of response times. It is well known how long it takes before a fire 
results in a total loss. A graphic example of this can be seen in a film developed by the 
National Fire Prevention Association (NFPA) which promulgates national consensus 
standards pertaining to the fire service. This film shows that within 40 seconds of 
dropping a lighted cigarette between two sofa cushions, the cushions will begin to 
smolder, giving off toxic fumes. Within, 5 minutes there is a total flash-over-resulting in 
heat so high that it becomes impossible to enter the room. Within 10 minutes, the room 
is filled with vaporous fuel, creating a backdraft condition that results in total loss. Thus, 
failure to respond within 10 minutes is extremely dangerous. 

Staffing Of Fire Departments Can Be Determined With Accuracy. 

Perhaps more so than for any other occupation, the absolute minimum staffing 
levels for fire departments can be determined with precision and accuracy. It is based on 
the basic equipment needed and the number of men needed to operate the equipment 
safely. 

The starting point for determining staffing levels is the risk assessment. Risk 
assessments force you to go beyond the narrow confines of fire suppression. They 
incorporate the functions provid^ by the Federal fire service today by considering factors 
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such as EMS, HazMat and fire prevention and maintenance-all of which are vital if the 
risk to people and property is to be contained. 

Once the risk assessment has been undertaken, then the equipment needs can be 
determined. After decisions are made on the number of companies needed to meet 
response times and the number of units of mobile equipment which are required to meet 
relevant standards, then proper staffing levels can be determined. 

The national consensus standards adopted by both OSHA and DVA recognize the 
need for four fire fighters to respond to a fire. Two go in and attack the fire; one serves 
as a back-up in case the first two go down; and one operates radio command, the 
pumper, etc. To have fewer fire fighters means the fire fighters and the patients they are 
trying to protect are placed at an even greater risk. 

As an example, we call your attention to the recent incident which occurred in 
neighboring Prince Georges County, Maryland. A fire alarm went off in early April. 
Because the county fire department was underfunded, the closest fire station was closed. 
The next closest station could not meet and did not meet the minimum 10 minute 
response time. When the fire fighters arrived, the fire was so advanced that nothing 
could be saved. However, the more tragic part of this story is that because only two fire 
fighters responded, the small child trapped inside the burning building could not be 
saved. This could have been the story at a lock-down psychiatric unit at a VA medical 
center. 


Not only is it recommended that a minimum of four men respond to a fire incident, 
but NFPA 1200, which is currently being considered by the committee, proposes that a 
fire department be able to have 10-12 men at the scene of a fire within 10 minutes of a 
fire alarm and that the initial response be made within 4 minutes. 

After the number of individuals needed to operate the equipment in accordance 
with the regulatory staffing requirements has been determined, this number should be 
multiplied by the appropriate Manpower Staffing Factor. This ^ctor is the number of men 
needed to insure 24 hours per day staffing after taking into account annual and sick 
leave, jury duty, reserve guard duty, training, etc. 

For example, if the risk assessment determines a need for one pumper and the 
relevant staffing standard for that pumper is 4 men, and each of those men worked shifts 
of 24 hours on and 24 hours off, then you would need a total of 8 men to cover 24 hours 
per day, seven days per week. After taking into account, holidays, jury duty, etc., you 
probably need 2.8 to 3.4 men. 

Now let's see how the operation of the DVA fire departments stack up against 
these facts. 

Millions of Dollars In Savinos Could Be Achieved. 

If OVA would emulate fire services around the country and take advantage of the 
full range of emergency services which fire fighters are uniquely qualified to provide, ft 
could save millions of dollars and provide a needed and necessary service to the 
veterans of this country and to DVA employees. 

There is already a shining example of this within the system. AFGE Local 1119 at 
the Montrose VA, New York, submitted a proposal to management last December to 
cancel the contract with an ambulance service and to permit the fire department to take 
over this service. The Director agreed and here is what happened: 

The contract for ambulance service-costing $207,000 per year (and estimated to 
increase by $50,000 to $60,000 annually because of the feidlity's closure of its ICU 
unit which means that more patients would have to be transported off-site)-was 
cancelled. 
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An ambulance (demo model) was acquired for a cost of $75,000. 

The fire service took over the ambulance function— with no increase in staff-on 
April 4. 

Those fire fighters operating the ambulance are certified emergency medical 
technicians and because basic life support is now one of their primary duties, they 
are entitled to a grade increase which increased the salary costs to the VA by 
approximately $95,000 annually but which still meant that the VA will save 
$160,000 or more annually after the first year. 

The in-house response time is under 4 minutes as contrasted with the contractor 
service which was between 1/2 and two hours. 

At the present time, the fire department is manned by a staff of six. This enables 
four men to be ready to respoitd to a fire while two can operate the ambulance. 
Obviously, this does not allow for employees on leave. In that case as well as in 
the case when the ambulance needs to leave the facility to transport to another 
hospital, a nurse is used in the ambulance. Recognizing this shortfall, the fire 
fighters are suggesting increased staffing in the fire department and a 
corresponding reduction in the nursing unit. This too will save money because 
nursing personnel are paid more than the fire fighter/EMTs and receive overtime 
after 40 hours whereas fire fighters do not receive overtime until after 53 hours per 
week. 

Finally, assumption of the emergency medical service and providing basic life 
support to those at the Center not only will save over $160,000 per year and 
provide a much higher quality service to those at the facility but it was a job easily 
assumed by current employees who are already trained to respond. (Copies of the 
Montrose fire fighters' proposal to take over this function is attached.) 

The same type of proposal including providing EMS service to adjacent federal 
buildings on a reimbursable basis was submitted by an lAFF Local in Minneapolis. The 
Director concluded he was not interested. In feet, he has indicated that he is not 
interested in keeping the fire department. He simply wants to outsource regardless of the 
impact on veterans or of the cost. How can the VA justify a failure to take advantage of 
cost savings which include providing quality service to our Veterans and how can it justify 
the risk understaffing of fire departments places everyone at a VAMC in? 

DVA Patients. Emolovees and Fire Fighters are at Great Risk. 

The second point we want to discuss today is the risk veterans and employees 
face at most fecilities now and the likelihood that this risk will increase if 
recommendations for sharing arrangements or other outsourcing measures currently 
proposed are actually Implemented. 

The situation at tTK>st DVA fire departments is so egregious that it can only be 
characterized as a "disaster waiting to happen". As always, staffing arxl resportse times 
should be considered first and foremost. 

Last September, the award for the best DVA Fire Department was given to 
American Lake, in Tacoma, WA. Now, a sharing arrangement with Ft. Lewis is all but 
finalized. 

This fedlity consists of 60 stmetures on 380 acres including a lake. Beside the 
medical fecilities, there are ten residential houses. The medical unit houses psychiatric 
patents many of whom must be kept in a locked unit, and geriatric, Alzheimer, post 
traumatic stress, substance abuse and blind rehabilitation unite housing some 350 
patients at any given time. It has one fire department staffed with five fire fighters and 
one chief plus four temporary fire fighters for a total of 10 personnel or 5 on duty at any 
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given time if no one is on leave, attending training, on jury duty or reserve military duty. 

It has two vehicles. As currently configured, it cannot meet the required staffing of 14 fire 
fighters and a Chief. The fire department cannot meet the requirement of a four-man 
response but it does the best it can. 

The department costs approximately $464,000 per year to operate. In addition to 
providing fire suppression services, this undermanned department also provides police 
back-up equal to 2 FTE's, sprinkler and fire alarm maintenance equivalent to 2 FTE’s, 
patient transport via ambulance/escort equivalent equal to one FTE, and estimates that 
by handling snow removal it saves the facility $20,000 in overtime. These savings are 
not reflected in the operating budget nor were they considered when the cost of the Ft. 
Lewis sharing arrangement was determined. 

Consonant with DVA’s policy of pursuing sharing arrangements, American Lake 
approached the county. County officials were not interested but did say: (1) fire 
suppression only would cost in excess of $300,000 per year, (2) their best boat response 
time would be one-half hour although fire suppression might be around 10 minutes, (3) 
they would respond to a call within the county before responding to the VA facility, and 
(4) would leave the scene of a VA fire incident to respond to one within the county. 

Next, the facility contacted Ft. Lewris, which has offered to take on fire suppression 
services only at a cost in the neighborhood of $165,000. Its normal response time would 
be in the 12 to 14 minute range. 

Using Ft. Lewis would cost less that what is required to operate the American Lake 
fire department. But is the risk worthwhile? Let's look at what will be lost: 

The five positions now backfilled by the fire fighters will have to be filled. 

The estimated $20,000 in overtime for snow removal will have to be paid. 

If there is a fire, it is doubtful that Ft. Lewis can respond within the critical 10 
minute period so it could result in loss of property and perhaps even lives. 

A contractor will have to be hired to maintain the sprinkler and fire alarm systems. 

The fact that Ft. Lewis will not provide boat rescue for patients who wander into 
the Lake was brought to the facility's attention and they indicated this could be 
handled by the County. Any water rescue delayed for the one-half hour county 
response time is likely to result in death. 

Elevator rescues will no longer be done by the fire department but will instead be 
handled by the contractor who services the elevators. The contractor will do his 
best to respond within one hour. Just last week, the fire department responded to 
three elevator emergencies in one day. One of the incidents involved a patient 
being moved from surgery to ICU. Should patients wait for an hour or more in a 
stuck elevator before rescue? 

Quite honestly, the facts indicate that a sharing arrangement will yield little if any 
cost savings but the impact will adversely and seriously disadvantage patients and 
others. The American Lake fire fighters are puzzled, to put in mildly, by this decision. 

We ask: is this the reward for being the best DVA Fire Department? 

Other VA fire departments report much the same thing. The Chillicothe, Ohio, 

DVA fire department reports that it has 60 buildings on its 307 acres including 14 housing 
units. It is currently staffed with 13 fire fighters and 1 Deputy Chief. This means, at a 
maximum, 7 men are on duty at any given time-which is certainly not enough to operate 
the equipment. Chillicothe, to the best of the fire fighters' knowledge, including the 
Deputy Chief, has never undertaken a formal risk assessment. But, even under any 
assessment or under any standards, its current level of staffing is far short of the number 
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of men required to perform the job at all. In short, it would be almost humanly impossible 
to control and extinguish a major fire. During 1996 the department responded to 516 fire 
alarms, 84 code oranges (disturbances), 24 code blues, 20 helipad response stand-bys, 
99 ambulance runs, and 227 patient transports. That's 670 responses. The closest fire 
department is totally volunteer and its response time is 15 to 20 minutes. Certainly, 
reliance on it for fire suppression would be pure folly. Chillicothe has a lake and it does 
boat rescues. It has multi-storied buildings and does eievator rescue. It has wards 
housing psychiatric, Alzheimer's, geriatric, hospice, cancer, and substance abuse 
patients. It must continue to have its own fire department which must be staffed at a 
level to meet the most minimal standards. 

At Ft. Meade VAMC, South Dakota, the facility encompasses almost 8,000 acres 
with 878,600 gross square feet of occupied space including hospital, workshop, offices 
and housing including shelter for up to 400 National Guardsmen. At any given time, 
there may be as many as 1,600 people on the facility. The fire department currently has 
a staff of 12: one fire Chief, 3 captains, 3 driver/operators and 5 line fire fighters-which is 
insufficient to meet any applicable standards. The last risk assessment was done in 
1993, which is totally out of date unless there have been absolutely no changes at the 
facility in the last four years. The closest fire department which could enter into a sharing 
arrangement is the Sturgis Volunteer Fire Department, which is all volunteer and does not 
operate an ambulance. The response time for this Department is 15 minutes after the 
volunteers have responded. Veterans and other, including the fire fighters, at Ft. Meade 
should not be placed at great risk simply because the VA fails to meet staffing standards 
nor should they be placed at even greater risk by relying on the Sturgis Volunteer Fire 
Department which cannot meet any reasonable response times and which uses only 
volunteers who may or may not be available at any given point in time. 

Battle Creek VAMC in Michigan is contemplating dual-hatting its fire fighters and 
police. Under the proposal, these men would become Public Safety Officers. We 
recognize that there are certain law enforcement functions easily and currently performed 
by the fire fighters, but these are generally confined to inspection and enforcement of 
codes and regulations. The apprehension and detention of those violating criminal 
statutes is not something a fire fighter would routinely do but more importantly, if an 
emergency alarm were sounded during the search for a suspect, to which of these 
serious incidents would a fire fighter's obligation lie? Battle Creek has approximately 600 
patients with a current fire fighter staff of 10, plus 3 temporary employees. Their staffing 
meets no applicable standards. The nearest fire department (Battle Creek) can respond 
to the facility in 12 minutes or more. As pointed out above, this is too long particularly 
when you have non ambulatory patients and those in locked psychiatric wards. 

Sheridan. WY VAMC is staffed so that it can operate its three pieces of equipment- 
-on Tuesdays-when staffing off days overlap. Let's hope Sheridan's emergency calls are 
limited to Tuesday occurrences but that's unlikely given its average of over 370 
emergency responses per year. Sheridan is fortunate in that the Sheridan City Fire 
Department can respond in eight or more minutes. Thus, a fire incident might not result 
in a total loss. The City can respond under the mutual aid agreement. Notwithstanding 
this, we ask why the DVA is placing everyone at Sheridan VAMC at such great risk 
simply by understaffing the fire department? 

In addition to these far^, we point out to the Committee that at each VA Fire 
Department, the fire fighters perform an incredible array of necessary duties all of which 
must be performed and will continue to have to be performed either by a contractor or by 
hiring additional personnel. The following are just some of the examples: fire and safety 
inspection: fire alarm and fire suppression system (sprinkler and fire extinguisher 
maintenance and inspections); confined space assessment for hazardous atmosphere 
and confined space rescue: emergency medical response which, at some facilities, 
includes both basic and advanced life support; patient transport to other facilities or 
airports: hazardous materials response, assessment and cleanup; vehicle extrication for 
accident victims; sole answering point for 911 calls; after hours inspection of facilities and 
(xrnstruction sites: employee fire and safety training, fire drills and new employee 
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orientation; engineering service call taking and assessment after duty hours, weekends 
and holidays; alternative answering point for hospital after hours, weekends and holidays; 
security runs off station; police backup; snow removal; maintenance of fire vehicles and 
equipment; and assisting engineering in clearing roadways blocked by natural disasters. 

Mr. Chairman and members of the Committee, we bring these facts to your 
attention in the hope that you will pursue this issue. Our recommendation is quite simple. 
Where critical response times can be met by a fire service located near a DVA facility, 
sharing or outsourcing arrangements should be explored. Exploration should include not 
only comparing the full scope of work currently performed by the fire department but the 
additional functions such as EMS, which the fire department could perform without an 
increase in staff above those needed to meet staffing standards and which would save 
money and provide a quality service. Montrose VA is a prime example of the assumption 
of additional duties at a great savings to the DVA. 

Where critical response times cannot be met, then the VA must take needed action 
to insure that veterans and employees are protected adequately. This includes meeting 
minimum staffing standards without the widespread use of temporaries which has been 
so prevalent throughout the VA over the last four or more years. Further, dual-hatting 
should not be practiced where it provides an inherent conflict such as the dual-hatting 
(police/fire fighter) proposal being considered by Battle Creek. In addition, the Montrose 
VA example should be given serious consideration as an appropriate adjunct to the 
services now offered by the fire department. 

AFGE would welcome the opportunity to work with the Committee to explore ways 
in which the Department of Veterans Affairs' FIRE AND EMERGENCY SERVICES can be 
provided at all DVA facilities in the most efficient and effective manner-providing a quality 
service for its customers-our nations veterans-at the most realistic cost. 

Again, we thank you for this opportunity to appear today. 
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AFGE has no grants or contracts to declare. 


9 



74 


BIOGRAPHY 

of 

ERNEST W. LITTLE 


Ernest W. Little is a fire 
fighter employed by the 
Department of Veterans Affairs 
at Perry Point, Maryland. In 
addition, he is a part-time 
support instructor for the 
Maryland Fire and Rescue 
Institute, special programs 
section. 

He has 12 years experience as a 
fire fighter including six 
years with the Department of 
Veterans Affairs. He has 
served as a lieutenant and a 
captain in the fire service. 

Ernie highly proficient and 
skilled at fire suppression, 
fire inspection, confined space 
rescue, high angle rope rescue 
and vehicle rescue. 

He holds nany certifications 
including Fire Fighter II, Fire 
Officer II, Fire Service 
Instructor III, and Hazardous 
Material Technician. 

Mr. Little is an active member 
of AFGE Local 331 Perry Point, 
Maryland and participates in 
many union activities. He is a 
member of the AFGE Fire 
Fighters Steering Committee 
which consists of all federal 
fire fighters who are also 
members of AFGE. The coalition 
recommends policy to AFGE's 
National Executive Council on 
issues directly impacting 
federal fire fighters. 


In addition to his work at 
Perry Point, Mr. Little 
utilizes his experience and 
skills as a volunteer for his 
local community volunteer fire 
department . 

Mr. Little and his wife, 
Sharon, reside in Elkton 
Maryland. 
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training KECCfltD 
EKKESTWUriTLE 21S-I04522 


COURSE 

HOURS 

iNSimmoN 

BASIC HREnOHIING 

80 

MFRI 

FIREOROUND OPERATIONS 1 

24 

MFRI 

mEOROUND OPERATIONS 2 

24 

MFRI 

TRUCK COMPANY OPERATIONS 

24 

MFRI 

PUMPS 

24 

MFRI 

AERIAL OPERATOR 

12 

MFRI 

RESCUETECHNIOAN 

45 

MFRI 

FIRE COMMAND 1 

27 

MFRI 

FIRST RESPONDER 

50 

MIEMSS 

HAZARDOUS MATERIAL TECHNICIAN 

40 

OM 

HAZARDOUS MATERIAL TECHNICIAN REFRESHER 

8 

GES 

NFA LEADERSHIP 1 

12 

NFA 

NFA LEADERSHIP 2 

12 

NFA 

NFA LEADERSHIP 3 

12 

NFA 

MARYLAND CHIEF OFFICERS SEMINAR 1993 

12 

MFRI 

MARYLAND CHIEF OFFICERS SEMINAR 1994 

12 

MFRI 

CONFINED SPACE RESCUE 

40 

WVFA 

GOVERNORS FIRE AND BURN CONFERENCE 1993 

8 

MFRI 

GOVERNORS FIRE AND BURN CONFERENCE 1994 

8 

MFRI 

FIRE PREVENTION AND SUPPRESSION 

80 

DVA 

INCIDENT SAFETY OFFICER 

12 

NFA 

HEALTH AND SAFETY OFFICER 

12 

NFA 

PCHIT AND MARINA FDtEFKHniNG 

12 

MFRI 

SPRINKLERS AND STANDPIPES 

8 

MFRI 

RADIOLOGICAL EMERGENCY MANAGEMENT 

12 

FEMA 

NFA BUOXaNG CONSTRUCnON 1 

12 

MFRI 

NFPA 25 SPRINKLERS 

8 

MFRI 

MANAGING COMPANY TACTICAL OPERATIONS 

12 

NFA 

NFA FIRE ARSON DETECTION 

16 

HACC 

NFPA 101 LIFE SAFETY CODE UPDATE 1995 

4 

DVA 

LEADERSHIP AND SUPERVISION 

18 

MFRI 

CODES AND STANDARDS RESEARCH SEMINAR 
EXECUTIVE DEVELOPMENT SEMINAR NFPA 1021 

8 

MFRI 

2-ZL2.Z2,2-Z3,3-2.2,4-2Ji.4-Z3,4-5.1.4-5.4, 4-5.5 

6 

MFRI 

NATURAL GAS EMERGENCIES 

4 

HACC 

EASTERN UNTIED STATES TECHNICAL RESCUE SCHOOL 

87 

FIRES 

FIRE OFFICER 1 

60 

MFRI 

HIGH ANGLE RESCUE 

12 

MFRI 

SCOTT AIR PACK FIELD LEVEL MAINTENANCE 

3 

SA 

OPEN WATER SCUBA DIVER 

40 

PADI 

METHODS OF INSTRUCTION LEVEL 2 

54 

MFRI 

INSTRUCTOR SKILLS SPECIAL PROGRAMS MFRl 

12 

MFRI 


WC2:tt 46-I2-<ew 
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ILU.I-: HUMP SF.MUM.Ml NTPA UX>2 2-2, J-l.2b 

8 

MFRI 

GOVERNOKS FIRE AND BURN CONFERENCE 1996 

8 

MFIU 

EXECUITVF, DEVEI,OPMENl' SHAfNAR NFTA 1021 

2-13.1 3-13.1 4-13.1 

6 

MFRI 

FnUi01-1-lCF.R2 

42 

MFRI 

K IsmVE FRE.SSURE 3^X111 . ATION 

12 

MFRI 

RADUrt.OCICAL KMFJRGENCY RESPONSE MS 1-1 

» 

PECO 

VI,VRn..AND CHIEF OITK'ER.S SEMINAR 1997 

12 

MFRI 

HAllARDOUS MATERIAL IF.CHNICIAN 

32 

USEPA 

ICE RESCUE 

8 

MlRl 

INFECnON CONTROL lOR EMERGENCY RF,SPONSE 
HKRSONNEl. 

12 

NFA 

F,\RM accident rescue 

12 

MlRl 

INCIDENT COMMAND SYSmiEMS 

16 

NFA 

Ml-Rl ROPE RESCUE U- VEL IE 

12 

NU'Rl 

/UMI HACK FIRE & KKScrUE SEMINAR 

X 

AMIRACK 

NFA-tNm.YL FIRE INVF.STtGAnON 

40 

MFRI 


90 ’d 


VCZ^Xt 
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IIAC-f H.ARRISBURG .MtF.A COmiUNIl Y COlXf.OE 

MHU MARVLUJD FIRE ANl^ RESCUE INS ITI UTE 

mucmss m ARY i^i j iNSTTi irre roK emerciEncy medic.ai servk:ks 

CM CjER.VOIlTV ,\NI) M1U.ER COMPANY 

CES GUARDIAN KNVIRONMENTAI. SKRYICES 

NTA NA nON,VL FIUK -VCADJiNfY 

OVA OEPaRTMENT of \E1ER ANS Al'FAiRS 

m-;ma ■ 1'i;deR/\l emergency M/WaciKment aCiEncy 
ITRES HREFlGUriNG ANO RESCUE EDUCAllONAI. SliRVICES 
SA SC'OTT AVIATION 

P,\DI PROFESSION/^ /VSSUCIAnON t)F DIV'ING INSTRUlMORS 

PECO Pim. ADKI.PHLA ElEUfRIC COMPANY' 

USEPA UNrnCD STATES ENVIRONMliNl /\L PRC miCHON AOliNCY 

M ARYT/\NU CERTIFIEO llREnOIflER 11 JUNE 30,1W5 
M,\RV7. AND CER nFIKD PIRF, OETICEK R FEBRU.ARY 23. 11W7 
MARYLAND CERTUT.D FIRE SERVICE INSTRUCTOR HI JI.INT. 16,1‘»<> 

NATIONAL CERTIFIED FIREFIGHTER H JUNE 26,1995 
NAIIONAI. CERTDUCD FIRE 0I'FK:ER R JANUARY 211997 
NATIONAL CTiRTmED ITRE SERVICE INSTRUCTOR RI JULY 15,1996 
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5A]A/^)y 

DEPARTMENT OF VETERANS AFFAIRS 

FRANKUN DELANO ROOSEVELT 

VA HOSPITAL 
P.O.BOX 100 

MONTROSE, NY 10548-0100 


FTS FAX: 

COMMERCIAL FAX; 
FTS TELEPHONE; 


700 - 887 - 

914 - 737 - 4400 , 

700 - 887 - 


TO , 

1 

WtMJUBa 

FTS 

eOMMStCW. 

OATS ^.FMSS 

Kttaob 

sua^T 

FROM ■ j 

1 lagHONEf JUWff 

FTS COMxIgIC/t 

^AFORM 

10 -d 
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V 
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BR EDEPARmEISfTPROPnfiAl 


Die— bir 10, 1090 


PBOPOSAL 10 JAKEOKR nARSMtTAVON OP PAmMIS OFF SU7WN Bl VJL FtBE 
OEPAKIMBRAAmMANCE INC fOUOmiB WOUJ> BE NBOm W ACamPUSH IWS: 


1 ) 1HIIEE(3)ADOfnONM.FVIEFIOtrrERS.ONEraREMHSHIFrwOU0BENEB»EDTOKHIIia> 
AS nOSKHTER 611141. THGBE ns&FIOHTCRS ABC NB3>CD TO POOVIOC ItOS SSMCC AM» SIUl 
MAMAtN THE PRESENT SAMIARO OF URE SAm FOR THE PA11ENIS AND EMPUnaS. THIS ALSO WOUD 
ALUnV.US TO OOMINUC TO HEET lMSPS). HFM AND O&HJA. OIANDABDS ON MUOMUM RRE 
DEPAB1XICNT HANNINO LEVELS, POUR FULY TRAIND MEN ON STATION TO RESPOND TO RRE 
EMCRGENOES AND 8Tia ALLOW FOR SCHEDULED A/l. 


2) THE FIRE DEPAimiENrPflE58m.V HAS TEN EMTSMOJUDINO THE nRE CHIEF. ALL PRESENT 

FIRE DEPARTMENT PERSONAL WOULD BE 6RANDFATHBIED IN AND Aa NEW HIRES WOULD MEET THE 
NEW carriFICAIION RGQUREMBns FOR THE DEPARTMBflT. THIS WOULD KEEP A MmmUH OF TWO MEN 
ON DUTY AT Aa TMCS. PRCSemy EVr CIASSES RUN FOUR TO sn MONTHS, Aa RREMEN ATTBMMNG 
THIS TBAINMO WOULD BE Snra THE TIMC OFF IF THEY ARE W0RKM6 ON THE DAY OF CAA88 AM) BE 

OnamCOMP. TWE for the hours on their oats off. 


3) THE ADDITIONAL TRAIMNO OPEHT T SC AND WORK LOAD WOULD BE EXTENSIVE, BECAUSE OF 
TWS WE RCCOMMDID THATTHE VJL AUTOMATKAOT dVE EACH FHtEnOHTER A PERFOMANCC AWARD 
OF $3,000.00 PER TEAR. THIS WOULD BE IN l«U OF STEPS. THIS AMOUNT WOULD BE OlVBl ONCE A 
VEAB m THE naST PAY PeUOD IN DECEMBER. THIS WOULD AFFORD THE VJL MORE CONTROL OVER THE 
CaUTFTCAJION AND RECBrT PROCESS, NO CFRTtFICATIOM NO AWARD! ADOmONALY, THE VJL WOULD 
BE RESPONSIBLE FOR Aa INOAIED COSTS RQATINS TO TUITION, ON 60ING TRAIN1N6, BOOKS AND 
MATERIALS. 


4) WHEN THE HRC DEPARTMENT TRANSPORTS A PATIENT OFF STATION THE FSREFIGinER EMT 
(IE:DRIVBI)WR1 BE ACCOMPANIED M THE AMBULANCE BY AN RN. THE DOCTOR TREATING THE 
PATIBiTWiaDErERMmEJFTHISTRANSPORTISAXS. ORBJ^ IF DETERMINED AX.$. AN RN MUST 
BE ON BOARD TT£ AMBULANCE. 


S) THE HOSPITAL WOULD NEED A SECOND AMBULANCE TD MEET THE NEEDS OF TRANSPORTING 

PATIENTS OFF STATION. THE PRESENT AMBULANCE WOULD StlU BE ASSIGNED TO IN STAHN CALLS, 
COOES , FIRES AND OTHER EMERGENOeS. THE PRESENT AMBULANCE AT CASTLE POINT VA WOULD BE 
USED AS A BACK UP RIG TO OOWR AN AMBULANCE 8BNG our FOR OR OF SERVICE. 


7) THIS WOULD MEET THE TRANSPORTATION NEEDS OFF STATION 24 HOURS PER DAY. IT WOULD 

CONTINUE TO MAMTAN THE PRESENT UFE SAFETY REQURMENTS FOR PATICNT AND STAFF AND BE ABLE 
TO HANTAW THE COVERAGE OF CALLS ON STATION. 1HE HOSPITAL COST WOULD NOT EXCEED AND BE 
FAB LESS THAN THE PRESENT CONTIUCT COST OF $207,000.00 WHICH WHl MOST LIKLY INCREASE 
ABOUT $50 ’ 00,000.00 DUE TO THE ESTIMATED INCREASE OF 50 • 70 PATIENTS BEING SHIPPQ) OUT A 
YEAR DUE TO ICU CLOSING. (NUMBERS AQUREO FROM MEDICAL SERVICE) 


MRY 20 ’97 12:i9 


555 


PnGE.02 
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rmu lOTmATHIt^TOTHFHORIHTAI AR FASRMlfWIfS: 

A) $95,000.00- THREE FTEERRB^GHIEREin'POSnKmS 

B) $45,000.00 -ANNUAL PERFORMANCE AWARDS (BASED ON 15 EMTS) 

$140,000.00- TOTAL COST PER YEAR 

IF YOU HA)C ANY QUEASnONS PlEASE FEEL FREE TO CONTACT US AT EXfDJSWN 2332 OR 2792. 

RESPECIFU1.V SUBMITED, 

VJLFIREOEPARTNENT 
MONHIOSE. N.Y. 


MPY 20 '97 12: 19 
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OtocabarM, 1996 


MOMBOM VJL ADNIMSnUTION 
BU>61 

NONIIKME N.y. 


ii&aiiauMWE SPEC AND PRicme. 

T9 WHOM IT IMV CONCani, 

AS l>BI VOIM RBHJEST WE lUVEiraRKED THE UST HW D«S PtrTDtt TOGEnia wnRMATKM MD 
PBIONB ON NBT AMBUimceS HM THE NEW TOWSPOKT FttOGIIAM VOU ARE MKHHUNO ON. WE RAK 
COME UP WtlM THE FOUiMnNO OUnjNE ON POSSIBtE OPIIONS THAT WaUD MEET out NODSl 


OPIHM 1 ) 6SA SPEC TYPE 1 WHEEIED OOUCH 4X4 ON A CHEVY KSSOO CHASSIS 6A OKSEL 
ENGINE .AUTO, 1Z,aa06MY, STUPED DOWN eOV. IMT. 

$56,SOaOO APROK. COST 
4-S MONTH (APML 96) DBJVBIV 


OPTION 2) BH) SPEC TYPE 1 WHEELED COUCH 4x4 ON A RHID FO50 CHASSB 7^ DIESEL 
EN6ME.AUTD, II.OOOOVW.HNHBIillJAUIVIMn'. 

$71,60IMI0 AIWK. COST 
SHONiNiTBiJAinrso) deuyerv 


OPTION 3) DEMO TYPE 1 YmmED COUCH 4x2 ON A FORD MSO CHASSIS 7^ OESEL BTSINE, 
AUTO, 1 1 .OOOOVW, HIGHER qUAim IMT WITH EXIIU OPTHINS ALL READY ON IMT. 
$75,300.00 APROX. GOST 
IMMEDIATE DELIVBiy 


OPTHW 4) DEMO TYPE 3 WHEELED COUCH 4x2 ON A FORD E350 VAN CUTAWAY CHASSIS 7,3L 
BKINE, AUTD, 10,5006VW. HIGHER QUALIIY IMT. 

$64,000.00 APROX, COST 
MMBHATEOajVERY 

OPTIONS 2 THMI 4 ARE OYILAIN SPEC. GRADE AMBULANCES WHICH ARE BURT WITH HIGHB QUALIIY 
MATERIALS AKU STAMMHOS. THESE UNITS WOULD NEED TO GO THRU THE BIODING PROCESS IN OUR 
PURCHASING DB>PARTM»flr.0PTKIN1 IS A FEDERAL GSA SPEC AMBULANCE IS A LOWER QUALnYUMT 
WITH THE BEAR MIMUMUH EQUIPMENT AMI ALSO HAS THE LONGEST DEUYERY TIME DUE TO A CHASSIS 
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SHORTASE. THE CM Un OW BE MCHASED nr JUST SinnMG A lUBK MIBJUNCC lieaUSITHM 

rami (esA FORM iT 8 i).aniaNS 2 iiauj 4 DONOTiNcujBEAsnEciiBi(Si 350 Jiooasr) 

LEASING IS AIM AVAUaU WITH THEBE WriR. eSA lEASE HAS THE MeHra LEASE MTE BASED ON 
nSORMATHM SUPPLIED BY WKELEO COUCH THE FEDERAL GOVEHMENT CONIRACtOR FOR 
AMBULANCO. MUMOPIE TAX FREE LEASES ARE AMUBLE TO US AT A lOWBI RATE AND WE WOUD EMI 
UR CAHimG THE UMT at THE BW OF THE LEASE. ( SEE ATTACHED lEASMG OUOTES) 

BASED ON THE ABOVE NUMBERS AND THE PROJECIH) COST OF THIS NaS TRANSPORT FROGRAM, THE 
AMBULANCE IF PURCHASED OUIRMHT WOULD PAV FM nSBF m LEB8 THAN ONE VEAB. PLEASE REFER 
TO THE EXAMPLE Bamr. 


S2O7DIMLO0 CURRANT OPRESS COMIRACT COST 


$ 7IL30<LOOAMBIAANOEPIMCHASEBASB>ONHISHE5TIMT(OllTRKHTBUy) 
SIOSMODO TOTAL COST OF PROPOSED PLAN FOR THE FBBT TEAR 
S ll-SOODB SAMNOSTHF FIRST TFABANO TOC AIBEADT PAID FOB AMBULANCE 
S123.200L00 SECOND TEAR ITRE DBT PLAN COST ( INaUDCS WAGE INCREA^ ) 

S SajOgOOSAVlMES THE SraO ND TEAR AND MB VFHIClFPATMBnS TOTHE 6 OR 7 TEAR 

RFPHn^FVTTlMF 


I HOPE WE HAVE PROMDED ENOUGH MFORMATKIN FDR TO MAKE TOUR OEOSSKM, WE LOOK FOWARO 
TO WORKING WITH ON THIS PROJECT AND HOPE THAT IT WHL COME ABOUT. IF TDU HAVE ANY OTHER 
qUESnONS ABOUT THIS INFORMAHON PLEASE CONTACT WARREN OARK OR MTSaF AT EXIENIION 
2332. 



CHRISTDPHai EVANS 
WARREN CLARK 
of Uw 

VXFIREDB>ARTMBir 


SSS 'ON XWJ 
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HREFKaHERGS-'^ 

I. PRINCIPAL D OTIES AND R ESPOWSlBILTnES: 

Hus position involves shift woilt; (S6) honis per week on t 

rotating basis. 

The incun^ent serves as a diiver-operatot of motorized firefighting vdndes to combat fiies in 
reridences, hospital and office buil£ngs, waidiouse, fuel storage areas, shops, brush and wooded 
a-os. He/she drives vritide scene of fi^ following predetermined route or sdecting ahsmative 
He/she positions vdi^ with reflect to wind directioti, water source, potential hazards. The 
incumbent operates pumps, fi>am generators, and equipment, detetmitiing and monitotiog pressure 
needed for distance to be pumped and number of used. Be/she monitors water levds in 
sdf-contained tanks and warns hosemen and rescuonen sriten water is low. Ee/she peifbtms daily 
preventive maintenance inspecdons of vdiicles and equipment, perfoiming operator maintenance. 
He/she assists in training other fireS^ers in driving and operatiogequqmient Be/she aetsa 
rescueman when not operating vehicles and uses first aid skills to asristiigured victims, ftithe 
absence ofcrewdneft, may act as crew clnef during appropriate shift, keeping log of actmties and 
making incident reports on abnormal occurrences. ' 

The incumbent peifi>tms advance fire protection inspection throu^out tire hosjutal ft>r violations of 
fire regulations and for potential fire hazards. Ee/she inspects electrical systems and equipment, 
flammable materials, storage, oxygen and compressed gas storage. Checks fixed protected gas and 
equipment for proper placement. He/she particles in investigating causes of &es by inspecting 
damage. He/she conducts training fiir fir^ghters and other station employees in firefighting and 
fire protective methods. 

The incumbent in addition to fire and fire safety rriated duties, may be assigned as a member of the 
water rescue crew (boat) or the Emergency medical leqronse van (arrdndance). In either case, he/she 
will fiinction as a team member to accomplish the misson as necessary. 

The Hrefighter/Emergency Mescal Tedmidan wiil be a clinical member of the Emeigency Response 
Team. His duties will consist o( but at a doctois &ectioa not limited to, the firllowing: 

The EMTs employ all sources of infoimation in order to determine the nature of the persons Alness 
or the extent of Ms injury. 

The EMTs survey the sick and iquied person and establish priorities for emergency care. 

The EMTs render emergency care. They establish and maintain an open airway, they ventilate 


Ol'd 
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nonbreuhing patients and admita'ster Caidio PafanonatySesindtation svhdi tbeie is a full caidiac 

attest they control hemocdiage and dress and bandage 'Rounds; thqr treat this patient fbr diode; they 

immobilize ftactnres; they care for medical and environmental emergencies thqr 

they care for mentally (EstmbedpalieaCs. When pr op eily qasBded they defibriUatefmi pcroS'olher 

advanced li&s(7poitopemtiffiis under file diiectiantfaidQraiaan. (not to exceed hit quaSficafion 

level) 

The EMTs reassure the patient, relatives and bystanders by working in a confident and efBdent 
manner. 

When accident victims must be extricated fiom entrapment, the EJiCTs use prescribed techniques and 
tools to remove tdetims quicksand safely. Th^ perform basic rescue operations if other firefighters 
are not on the scene; if such firefighters are present tb^ care for and protect the victims during the 
extrication operation. After extrication is accomjdithed, they continue emergency cate measures. 

The EMTs transfer the patient to a stretcher, secure and cover inm and load the stretcher into the 
ambulance. Whoi necessary, they enqiloy special skills in transferring patieots to the ambulance. 

The EMT operates the ambulance in a manner such that the patients physical and emotional condition 
is not worsened, as by a roug^ swedTving ride and the sound of the area 

The EMTs constant^ observe the patient vriiile enroute to the medical fedlity, administering 
additional care as indicated or at the direction of the physidaa 

The EMTs record changes in the patients vital signs during tran^rtation to the metfical fecility; if 
under the (Erect cate of the EMI this mfimnation win be presented to ^ emergency department 
physician upon arrival 

Upon arrival, the EMTs Eft the strMcher-bound patient fixim die ambulance and transfer him to the 
emergency department 

The EMTs report veibally and in writing tiieir observations and initial care of the patient at the 
emergency scene, to the pl^idan, changes in the patient's vital signs during transportation and 
continuing care provided vid^ enroute vriieaunder file diiect cate of file EMT. 

The EMT transfias the patient's petaontl effects to an emergency d^artment stafif member. 

Foflowing completion ofthe can the EMTs wfll: 

-Beidice used linens and blankets 

-Samtize the ambulance and supidiee 

-Rqilace expendable supplies 

-Ch^ the ambulance inventoiy for completeness 

-See that the vdide is serviced 

-Take peraonal Infection Control measures as reqmred 

-Comjdete teqitired records and iqxxts 
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-Critique tbe emogenqr ran 'nith peers 

Q. CQbj g EXBJCaeS: 

bemonstrste the knowledge and sUity to meetKFPA 1002, Driver Operator Pro&saonal 
Qualification Standards and to drive and operate a motorized fire apparatus. 

^owledge ofi'and ability to peribnn firematic duties riiat requite the use of topes, ladders, 
hose, water steam, fitam, salvage and overall rescue, water supplier ^rinlders, tgctingiiialiw 
ventilation, hats^nat, fbrcfiile entiy. 

Knowledge of life savings apparatus and em ergam y equipment that assures mamtenance and 
operations do not compromise the safi:^ of patients st^ viatoii, government property or 
the environmenL 

Knowledge oftrainihg requirements and regulations fcr all new and eaiistiogetqployees 
ensuring that the safeQr educational needs are mtceestfiilly met 
Knowledge and ability to conduct training qnsodes. 

Knowledge of Medcal Center safity program. 

Knovdedge offand abShy to p r es e n t and de m o n s tra te fire prevent i on and education progrems. 
Knowdedge of Eue Alaim and comnsmications systems and the ability to identify problems 
with same. 

Knowledge ofF.C.C. and V.A communicatums procedures, regulations, and proper radio 
protocol. . 

Knowledge of NFPAFire Codes, OSHAStandards and VA r^ulations for inqdementatfon 
of program and inqtectiom that ensure compliance. 

Knovdedge and ab^ to test and mgtect smoke d et ectors, sprinlder, extinguisher. 

Ability to read and interpret pro-fire plans and Uuqsinta. 

Knowledge and ability to pcqMue appropriate r^orts and documentation to ensure compliance 
with all codes, standards and in^teciioos. 

Demonstrate a basic knowledge of the eqitipment earned on the ambulance and the abilify to 
operate & maintain the ambulance according to NYS Dqmrtment TixnqiottationEM.S 
standarxls. 

Knowledge of Infection Control standards. 

Demonstrate the afailily to eoauR that all firefighters use proper potective equipment and 
follow safe woric practices at iB times. 

Knowledge to prq^are a preplan for a given target hazard, usng fotins symbols, and ituqrs/ 
bluepiirtts prescribed by the autbority having juiisdictiosL 

Abilify to prepare an operational plan that idesrtifiea tire required resources and safefy con- 
siderations ibr the safe and successfiil control of an mcidenL 
Knowledge of safety policies and mfection control pttiicies. 

Demonstrate the abil^ to display tact and courtesy in an oontaett with patients, employees, 
and the general pubUc. 

Demonstraie the abilify to coaruminieate otiUy and writing. 

Knowledge of and the abilify to co n t m ii n ie ate a wttrkirig reia ti o ii s hip with, local, county, state 
and other Federal Agencies as nuyfae required to fecifitate inter-agency cooperations 
coordination during both normal and et n etgeafy shuations. 
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m. SUPERVrSORY CONTROLS: 

Th« incumbent is under immetEBte a^jcrriaon of the shift cmr ^eS'captain ind general auperviaon 
of the Fire Chief Boutine duties receive only checks. Siq>errisor gives guidance on dflScuh 
prtAjlemsreganfingcorreclioaaffiresafis^haatds^inelfaodsofopention, etc. The mcombent nfaile 
performing his emergency medical duties win be under the supervision of the doctor who writes die 
transfer order. 

IV. OTHER. SIGNIHCANT FACTS: 

1 The Firefighter woiks on a rotating shift. Be^she is esqwcted 
always be neat in appearance and must be courteous at aU times. 

b. The incumbent worits under servere conditions during actual fire 
situations, so he/she must meet DVA and OFM finfil^iter physioal Stan. 

c. The incumbent is rt^otaible fig an mattem pe r t ai n i ng to the 
Sqiaitinent (Acting Crew ChieQ udien the Crew Chief and Fire Ouef are not 
concurrendy on dn^. 


trd 
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JWATIOim. A8SOOMTIOW 0> QOVXRlMEirr 

Mm mt Mtwes mnmna armtitmoMAi. vmom. ahjciq 

’OUSSnSlimBS 

tat VOMlMStl 
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8TAT1KIIIT OF XSOfBTH T. tYOHS 
VATIOWkL PSXSlOniT 

NATZONAL ASSOCZATZOir OF gO V BOi mW T MPLOYIXS 
OVBRSIORT AMD ZUVUTZOATZOMS 80DC0HKZTTSE 
HOUSE VBTERAMS' AFFAIRS CQHNZTTCE 
NAY 22, 1997 


MR. CHAIRMAN, MEMBERS OF THE SUBCOMNITTBB Z WANT TO TKAMX YOU 
FOR THIS O PF ^CTD M ITY TO PLACE THIS STATEKERT IN THE RECORD. 

THE MATZOKAL ASSOCIATZttf OF C O V ERH MEIIT EMPLOYEES (MACE) IS AN 
AFFILIATE OF THE SERVICE EMPLOYEES ZNTERNATZONAL UNION, TEE THIRD 
LARGEST UNION IN THE AFL-CIO. NAOE REPRESENTS OVER ISO, 000 
EMPLOYEES NATI«fWZDE INCLUDING OVER 10,000 IN THE VETERAN AFFAIRS 
DEPARTMENT. 

IT IS MY UNDERSTANDING THE AMERICAN FBOERATZON OF GOVERNMENT 
EMPLOYEES (AFGE) WILL BE TESTIFYING REGARDING FIRE SAFETY ISSUES ON 
BEHALF OF THE FIVE LABOR ORGANIZATIONS WHO REPRESENT DEPARTMENT OF 
VETERANS AFFAIRS FIREFIGHTERS. BECAUSE OF TIME RESTRAINTS, I WILL 
FOCUS MY STATEMENT ^ DEPARTMENT OF VETERANS AFFAIRS POLICE 
OFFICERS. 

RECENTLY, CONGRESSMAN BOB FILNER INTRODUCED H.R. 1215, A BILL 
TO PROVIDE LAW ENFORCEMENT STATUS TO INS AND CUSTmS INSPECTORS. 
WHILE NAGS SUPPORTS THIS BILL WE BELIEVE THAT DEPARTMENT OF 
VETERANS AFFAIRS POLICE OFFICERS, SERIES G8-083, SHOULD BE INCLUDED 
IN THIS BILL. 

AS WE ALL KNOW, SAFETY AT VA FACILITIES IS AN EVER INCREASING 
PROBLEM. MANY ARE IN HIGH CRIME AREAS WHERE POLICE PROTECTION IS 
CRUCIAL. THE DEPARTMENT OF VETERANS AFFAIRS (DVA) POLICE OFFICERS, 
DO A REMARKABLE JOB SAFE GUARDING THE PATIENTS, VISITORS AND STAFF 
AT VA HOSPITALS AND MEDICAL CENTERS ACROSS THE COUNTRY. THESE 
POLICE OFFICERS ARE AUTHORIZED TO MAKE ARRESTS, POSSES DETENTION 
POWERS AND MOST ARE LICENSED TO CARRY A WEAPON. IN OTHER WORDS, 
THESE POLICE OFFICERS HAVE THE SAMS RESPONSIBILITIES AS POLICE 
OFFICERS IN ANY CITY OR TOWN IK THE UNITED STATES. 

CURRENTLY, OVA POLICE OFFICERS POSSESS THE SAME ELIGIBILITY 
REQUIREMENTS IK THE RETIREMENT SYSTBt AS MOST FEDERAL EMPLOYEES. 
THESE DSOZCATBO OFFICERS DESERVE TO BE DEFINED AS FEDERAL LAW 
SNFORCDfENT OFFICERS AMD ARE ENTITLED TO ALL BENEFITS UNDER THIS 
DESCRIPTION. RECENTLY, I RECEIVED A LETTER FROM REPRESENTATIVE BOB 
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FXUfXR S0PP0RTIM6 THIS ISSUE. I WOULD LIKE TO SUBMIT TBAT LETTER 
FOR THE RECORD. X AM ALSO PLEASED TRAT AF6E AND THE RATIONAL 
FEOERATXOH OF FEDERAL EMPLOXEES ASRKE THAT DVA POLICE OFFICERS 
DESERVE TO BE DEFINED AS FEDERAL LAW ENFORCEMENT OFFICERS. 

MR. CHAIRMAN, WHILE SIVINC QUALITY HEALTH CARE TO VETERANS IS 
THE PRIORITY AT THE VA X BELIEVE THAT THE SAFETY OF THE FACILITY IS 
EQUALLY VITAL. HE MUST RECOGNIZE THE NEED TO ELEVATE THE STATUS OF 
THE OVA POLICE OFFICER SO WE CAM RETAIN AMO RECRUIT THE BEST 
POSSIBLE OFFICER AVAILABLE. 



Hospital 

Shared 

Services 


PBftonatnd, Rtspona^ Sentct 

...OirComrTiCrrMnt 


May 19 , 1997 


Mr . Adas Sachs 

U.S. House of Representatives 
333 Cannon 

Washington, O.C. 20515 


Dear Mr. Sachs: 

It was a pleasure to talk with you today regarding the 
proposed anting of VA Police/Security personnel. Based upon the 
incident you related in Jackson, Mississippi, it is appropriate 
that this issue be reviewed. 

As we discussed, I believe it is necessary to look at each 
facility on an as needed basis, verses a "blanket" of arming all 
facilities. This creates numerous problems including the 
selection, retention, training, retraining, competency, and 
effectiveness of the security personnel Involved. Also, since the 
VA Is part of the Federal Government, consideration would need to 
be given to consistent training with other comparable agencies. 

In my opinion, the need to arm security personnel should be 
baaed on a site specific needs assessment. These assessments can 
be conducted by using a multi-disciplinary task force or by outside 
consultants. If outside consultants are used, healthcare specific 
expertise in various sizes and types of facilities should be 
mandatory. I personally utilize a wide variety of criteria in 
order to establish what constitutes a reasonable and appropriate 
security program for a specific health care facility. The 
following list denotes the standard areas of review. I then use my 
experience and expertise to develop recommendations. 


• Security Program Organization Overview 

• Security Vulnerabilities/Risks 

• Security Functions and Activities 

• Security staffing and Deployment 

• Security Crime Prevention Activities 

• Communications/Physical and Electronic Security 

• Security Personnel Training 
Security Staff Development 

• Security Policies and Procedures 

• Security Records and Reports 

• JCAHO Environment of Care Security Related Issues 

• OSHA #3148 Compliance 

• Ancillary Areas as Necessary 

1396 South Platte R>Mr Drive • Oenvtf, Colorado 80223 • (303)722-5566 • FAX (303) 733-0253 
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Mr. Adam Sachs 

U.S. House of Representatives 


May 19, 1997 
Page 2 


I am also sending you, via Federal Express, a hard copy of 
this correspondence, a copy of the ASHE Technical Document /05S134, 

and a copy of Healthcare Securi ty Management; Handbook for your 

edification. I hope this material allows your committee to ask 
appropriate questions during your hearing. 

If I can be of further assistance, please contact me at (303) 
722-5566. 

Sincerely, 

Fredrick Roll, CPP, CHPA 
Executive Vice President - Security 
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Violence Guidelines 
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OSHA has devdoped guiddines that are the agency's 
recommendations for reducing wortplace xnolence, 
specifically in the health care and socid-services work 
enoironments. These guiddines are intended to be advisory 
in nature as wdl as informational in content to assist 
employers in estatdishing a safe workplace by creating 
^fecHoe tnofence preoention pr o grams. These guidelines 
should be used and adapted to meet the specific needs and 
resources of each place of emt^oyment. 
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INTSODUCnON 

The purpose this document is tD funiltarlze readers 
with dte US. Department (rf Labor Occupational Safely 
and Healdt AdmirUstradon (OSHA) Document 3148 
which becairw effective March, 1996. OmA had been 
working on this documeiU for some dtne arul requested 
the aaristaru« atul input of various groups stkI orgaid- 
zadons including the American Ho^ta) Association. 
Members of the Artwrican Society for Healthcare 
Eftgineering's Safely aiui Security Commitlee wereiiv 
voivcd in the review and oomment proc es s. Asa result 
of these efforts, the guidelirtes allow fedlides, as stated 
in their conmutment section, to use them as an advisory 
ai>d educational resource to be 'used 1^ employers In 
providing a safe and healthful woricplace through effeo 
dve violeiKepreverUion programs, adapted to the 
i>eeds artd resources of each place of emf^yiitent* 

Due to the impact of the turrte *05HA' on a docu- 
ment, iiumy people believe that compUatKe is manda- 
tory. The docuiitent does, however, stress that these 
guidelines are NOT a t>ew standard or regulation. The 
ratioiul for this document is to make employers aware 
of the potential of violence in the health care arwl so- 
cial services areas and help with d\e development of 
effective vioIeiKe prevention programs. Also, for a 
number of years emphasis has been placed on the pro- 
tection of patients widt Utile or no effort being spe^- 
cally directed toward the employees. OSiA has al- 
ways emphasized dte protection of employees, and 
throu^ these guiddines, specified recommended ac- 
tion in the healtii care and social services areas. 

OSHA will not dte em^yers for failure to comply 
with or utilize tite guideUnes. They will, however, rely 
on the General Duty Clause (rititel97D OSHA Act if 
there is a recognized hazard of worlq>lace vkdawe In an 
establishment and if tite employer has foiled to take ac- 
tion to either prevent or id>ate tiw hazard. Snce em^oy- 
ers have a general duty to provide an environment titat 
is free of recognized hazards likdy to ause death or 
serious harm, employers are placed on notice that an as- 
sessment should be mnducted as a proactive method of 
providing a safe environment This assessment will al- 
low properly trained and educated individuals to iden- 
tify potential ri^ and vulnerabilities and make reason- 
able and appropriate recommendations. This can be 
done on a local level, or if necessary, with tive astis- 
tance of a certified health care security professional. 


Healtii care feciUties wttit efftc ti vt security mans^ 
ritent program s under the J^t Commission's Envinm- 
ntent of Care security-related standards, will And Aat 
they have already addressed a number of the areas 
died in Ae OSHA guidelines. FadUties in CaUfomia, 
for example, wiU also And that the OSHA guidelines 
paraUd Cal-OSHA and Assembly BUI 508. 

The guidelines are performance-based, and tite recom- 
merKtetkm will differ based upon a hazard analysis of 
cadi fodiity. The guidelines state, "Violence infl icted 
upon employees may cMne form many sources fndod- 
tng patieids, thbd parties such as robbers or muggere, 
and may indude co-workers. These guiddines only ad- 
dress violestce inflicted by patients or clients against 
the slafl.' The prindples, however, oeate a blueprint 
and outline to devdop a ratstmoMe and appropriate vio- 
lence prevAtkm program to best serve eadi fedUty. 
The reaMnmeiKlattoRs wiU be diflerent based upon a 
hazard analyds of eadi fedlify. The policies, proce- 
dures and guidetiiies established should stress 'zero 
tolerance for violence.' OSHA realizes that not all inci- 
dents can be prevented. However, maity can ddter be 
prevented or mitigated witi\ appropriate assessments, 
by implementing reasonable processes and physical 
controls, training of staff and monitoring of incidents 
to continually improve the program. 

Acctnding to the Bureau of Labor Statistics data for 
1993, health care and social service workers have the 
hig^test Incidence of assault Injuries. Almost two-titirds 
of non-fotal assaults occurred in nursing homes, hospl- 
tab and establishRtents providing residential care and 
other social services. Studies coixlucted by tiie Intema- 
tkmd Association fee Ifealthcare Security and Safety, 
the EmergaKy Nurses Association and the Emergency 
Physicians Associations have all indicated vkUence as 
adgniAcantiasue.lhereisalsoccNicanabouttheunda- 
reporting tiiese inddeitts whid) prompted CaUfomia 
L^slatkm Assembly BiD 508 to mandate tite reportii^ 
of assaultive behavior and tiw tracking of Ttear misses. 

Health care and social service workers face an in- 
creased ride of wc^k-rdated assaults stemming from 
several foctors: 

• Prevalence of hand guns andother weapons In 
society 

• Use of hospitels by poUoe for criminal holds 


On* North QUnoli «iSo6 ' ' Awoeklfcm 
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• CMeofacutdjrdlstuibcdandvkdcntlndlviduab 

• Cm of imnla^ lU patlcntt 

• Avillabttfyofdnigi.inoneymlMppltasiiilte 
ho^ttl wtting 

• Picienee of gong member* 

• Drug end eloohol cbiuers 

• IVaufnii pattentB 

• DlMrau^t funily memben 

• Domestic viokenoe cam 

• Fhastratlon due to long wails In the cmcf^gency 
departmem 

• Isolated work tiles 

• Ladi of training to ihe staff 

• Bn v humnenlal security issues, ia., poor lighting, 
potential hiding plamt, etc 

TMs tedudeal document contains a copy of the guide* 
Unes,saoyle polices and forme and a self stoessmwt 
analysl* By reading and understanding die infer* 

mation contain^ here in and uelng the told, eo y lo y e ee 
W01 be able to esecii tticir facilities and work envtron* 
mcntA identify potential hazards, risks and vulner* 
aMUlies, and ilevdop teasonaUe and appropriate rec* 
ommendations for coirective actions. Thac recom* 
mendations dioukl be examtned by the cn^toyer for 
appUcebOlty besed upon die needs and rceouicea at 
e^ facili^ and worii site. 

fSGHUGlfrS OFTHE OSHA GUIDEUNBS 
Thr giiidrHnre irill hr rilinnerirl mmlng thr folVrYf- 
tng Ave eecdons: Man a gement oommliment Mid enn* 
pioyce invidvenieni; work eile analyde, hazard pre* 
vetdion and control, training and education, md 
record keeping and evahudon of the program. 

SBCnON I: TOE NEED K)R MANAdMENTS 
COMMnMENT AND EMPLOYEE INVOLVEMENT 
Mana g e men t's com mitm ent ahould indude the cn* 
do r senient and visible tnvidvement <rf ky manage- 
ment, provide for the modvadon and resources to deal 
effecdvely with woikp^ace violence, and should in* 
etude die following: 

• A dcntoiistrated organizational concern for 
CR^foyces' emotional and pl^iical mfety and health. 

• An assigned responsibility for the various aspects of 
die woricplace vkdenoe pre v ention progr am to en- 
sure diat all managers, supervisors and eciy)loyec* 


tmderstand their obUgadon*. 

• An a p propriate allocatkm of Mithorlty and re 
sources to aB responsible parties. 

• A system of accountability for involved managers, 
supervisors and en^loye^ 

• A comprehendve program of medical and psydw 
logical counseling and debricAng for mifiayfm 
ecpcriendng or witneadng asaauhs and other 
violent incidents. 

• A corned tment to support and Implement appro- 
priate leawime n dadons horn safc^ and heehh 
co mmi ttees. 

• E mp lo y ee involvenient and f e edb a ck which 
m ri il ci w or h m to develop and wpeem their own 
comndtinent to safoQr and healdi, and provide 
useful infonnatkm to design, inrylemeiit and 
evaluate the program. 

Employee involvement should Include die following: 

• An understanding and coR^dlaiice wldi the work- 
place vkdence prevention prog^em and other selBty 
and security measuies. 

• Participation toi an en^doyee complaini or 
suggeMion procedure covering safety Mid 
security concerns. 

• The pron^ and aocurete reporting of violent 
kicidents. 

• Participation on safety and health co mm ittees or 
teams diat receive r e ports of viedent incidents or 
securi^ proUema, make fodli^ inspections and 
respond wHh recommendations for proposed 
rorreedve strat^ies. 

• Taking part in a continuing education program 
that covers techniques to recognize escalating agi- 
tation, assaultive b^vior, or criminal intent, siul 
discuss appropriate responses. 
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WfMta Plevcntion Piognm for 
Job Safetjr and Sccuity 

A written program for Job safety Md security needs to 
be incorporated into the oiganiaatfon's overall safety 
and health program wldi dear goals and object iv es lo 
prevent woricpiace vfolertoe. It needs to be suitable for 
foe siae and cxMnftedty of the workplace operation and 
be adaptable to yedfic situations in each establishment 

The preventkm ^ogram and startup data must be 
communicated to all employees. At a minimum, work* 
fdace violence prevention proy am s should do the M* 
lowing: 

• Create and disseminate a clear poHcy of aro* 
toUranc* for wtmkplaoe violence, verbal artd 
nonverbal dueats, and related actions. 

• Ensure that no reprisals are taken against an 
employee who reports or experiences workplace 
violence. 

• Bt>courage anployees to p ro mp tly report inddent s 
and to suggest ways to r^ooe or dhnfoale rides. 

• Outlinfe a co mp rehe n sive plan for maintaining 
aecurity in the workplace, which indudes est^ 
Hddng a Haison wlfo law cr d orcenwnt representa- 
dves. 

• Assign responsibility and aufoority for the pro- 
gram to Individuals or teams with appropriste 
traiiUng sUlls. 

• AfArm management's corrunttment to a wmber* 
supportive envinmment that places as mudi 
Imp ortance on employee safety aitd health as on 
serving the patient or dient 

SECTION n: THE NEED FOR A WORKSITE 
ANALYSIS 

The following are suggestions as to how to perform, at 
a minimum, a workslle aiuUysis: 

• A review of ^>ecific procedures or operations that 
contribute to hazards and spedAc locations where 
hazards may develop. 

• An assMsment from Individuals of foe potential for 


workplace vi o lence and a de l tnni nattoncf the 
a^ropriate preventive actions to be taken. The a^ 
jtjsii i cnt team foould indnde le p i eaents tives from 
senior man a g e nM U, ope ra tions, employee araistenoe. 
security, occupational safety and healfo, Icyl and 
foe human resources staff. 

• Ii^ury and ittnesB records and workers' oooyensation 
claims should be reviewed to identify patterns of 
assaults foat could be pre v ented by WOTkplace ad- 
aptation, procedural chmiges or employe e training. 

• The team should analyze and trade records^ ntenitor 
trends, aitalyze InddesUs, screen surveys and andyse 
workplace security procedures. 

• Screetitog surveys which provide employees wtfo a 

questkmnalie or survey to get their ideas on foe po- 
tential for violent tnddenls drould be developed to 
identify or confirm foe need for improved securify 
meemres. 

• Periodic surveys should be conducted at leest anno- 
aDy or whatever operations change or inddenls of 
workplace violence occur to hdp identify iMw or 
prevfcmdy mwoticed risk factors and defici encie s or 
felhires in work practleet, prooeduree or controls. 

• Safety and health pmfrwionals or security spedaMsIs 
arki other qualified persons to offer sdvioe to 
strengthoi programs. These experts also can provide 
fresh per sp e cti ves to inq^rove a violence prevention 
pro gram . 

• A workplace security aitelyais should be condiKted 
to evaluate emfrfoyee teaks to identify hazards, oon- 
dilkms, operations end aituatiorte that could lead to 
violenoe. 

• Ananatysisofinddentsdtouklindudefoedwnc- 
terlstics of asaailanls and vktiins, an account of vrhat 
happened before and during foe incident and foe 
relevant details of foe situation atul its oulcoitw. 

• fobs OT locations wifo foe greatest risk of violeMe 
should be Identifled. 

• Attention to high-risk fectorssudi as types of dtenls 
or patients {disoriented by drugs, akxfool or streak. 
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factors of thcbuflcUi^ toolaled knittora/jobactM- 
ttcs. Malting proUems^ Udc of phones and other 
communication devices, areas of ca^. unsecured 
access, and areas with previous security problems 
should be noted. 

• The eff^veness of existing security measures 
should be evaluated including ci^fneerlng oontitd 
measures. 

SECTION m: THE dFPUCABILITY OF MEASURES 
THROUGH BNGINEBRING OR ADMINISTRA' 
TTVE AND WORK PRACnCES TO FREVENT OR 
CONTROL HAZARDS 

(Note: These should be evahtated for spedflc appikabil- 
ity based upon the Mxefc site analysis and for the reason* 
aMeneas and appropriat e n ess at each individual site). 

ComUtratieni for engineering oontrob and worhplaoe 
adaptation inchide: 

• Removing the hazard from the woriplaoe or creating 
a barrier betwee n the woriter aitd the hazard. 

• Installing and regularly maintaining alarm tystentt 
and othff security devices, panic buttons^ hand*held 
radios where risk is apparent 

• ProvkUixg metal detectors (installed or hand-held) 
i^iere a p pr op riate, according to the reonxurtenda- 
tions of certified hcaldt ore security consultanta. 

• Using a closed-circuit video recording for hi^riak 
areas on a 24-hour basis. 

• Endostngnuisfog stations and installing deep swfoe 
counters or buUet-reristant or shat te r- p roo f glasa in 
reception areas, triage, admitting or dlent service 
rooms. 

• Providirrg employees with 'safe rooms' for use 
during emergendca. 

• Establishing 'ttme-out* or seclusion areas. 

• Providlrtg cUent or patient waiting rooms designed 
to maximize comfort and Runimize stress. 


• Providir^ counseling or patient care rooms widi 
two exits. 

Ihe following are cDRSiderahofts for administrative and 

work practice controls: 

• Administrabve and work practice controls should 
state dearly to patleiua> dlents and en^loyees that 
vkdenoe is iwt permitted or tolerated. 

• Entyloyeea should be required to report all assaults 
or dueats to a supervisor or numager. 

■ Management support should be provided during 
emergerrdes. 

• There should be a trained response team to reqxmd 
to emergendca. 

• Properly tralitod security offleers should be used 
when necessary to deal wldi aggressive bduivlor. 

• SendtiveandtiindyinfiMmallonshouldbepiD- 
vided to persons waiting in Une or in waiting noons. 

• Visiting hours and procedures should be en for ce d . 

• Access control for the general facility and senslttve 
areas should be carefully evaluated. 

• Entyloyees should be prohibited from working alone 
in emer g ency areas or walk-tn dinics, partlculafiy at 
night or t^ten assistance is unavallabie. 

• The bduivioral history of new and transferred 
petlents should be evaluated to lesun about any past 
vkdent or assatddve bd^viots. 

• Condngentyplansshouidbedcvelopedtotrcatdi- 
ents who are 'acting out* or making verbal or pltysi- 
cal attacks or threats. 

• Staff members should be fMovlded with security 
escorts to perking areas in evening or late hours. 
Parking «eaa should be MgMy visible, weD-llL and 
be safety acceadUe to the binldiiig. 

• A post-incident respoitte plan should be developed to 
prcMde for a coirqRdienaive tr eatment for victimized 
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emplt^ees and empk^ees who may be traumatized 
by witnesrii^ a workplace violence incident 

• (fome healdt care providers, social service workers 
and odiers shotild be encouraged to avoid threaten- 
ing situations. 

• Policies and procedures covering home healdt care 
providers such as contracts on how visits %vill be 
conducted, d^ preseKe of odters in the home during 
dte virits and tlie refusal to provide servi^ in a 
clearly hazardous situation. 

• A daily work plan fOr Held staff should be estab- 
lished to keep a designated contact person informed 
about worked whereabouts duoug^unit die workday. 

SECTION IV; THE IMPORTANCE OF TRAINING 

AND EDUCATION FOR ALL EMPLOYEES 

The following are recommendations for staff training 

and education programs: 

• All employees should understand die concept of 
"universal precautions for violence," which means 
that violent should be expected but can be avoided 
or mitigated duou^ preparation. Staff should be 
instructed to limit physical interventions in work- 
place altercations whenever possible, unless diere 
are adequate numbers of staff or emergency response 
teams and security personnel available. 

• Employees who may fece safety and security hazards 
should receive formal instruction on the speciffc 
hazards associated widi the unit or job and fadUty. 

• The training program ^uld involve all employees, 
induding supervisors and managers. New and reas- 
signed enq>loyees should receive an initial orientation 
prior to bring asrigned dieir job duties in potentially 
hazardous areas. 

• Qualiffed trainers should instruct at the comprehen- 
sion levri appropriate for the staff. Eff^ve training 
programs should involve role playing, simulations 
and drills. The competency and pe rfo rmance of the 
eiiq>loyees should be demonstrated and documented. 

• Refreriier training should be provided to employees 
annually. 


The training riiould cover topics such as the fadEties 
workplace violence prevention poEcy. 

Risk factors diat cause or contribute to assaults 
should be covered. 

Eariy recognition of escalating briiavior and recog- 
nition of warning signs or situations diat may lead 
to assaults should be identiff ed. 

Employees should understand how to prevent or 
diffuse volatile rituations or aggressive briiavior, 
mana^ anger and how to appropriatdy use medi- 
cations as chemical restraints. 

Information on multi-cultural diverrity to devriop 
sensitivity to radal and ethnic issues and differenos 
should be reviewed. 

A standard refuse action plan for violent situa- 
tions, including availability of asristance, re^xmse 
to alarm tystems and communication procedures 
should be explained. 

Employees should know how to deal witii hostile 
persons otiier than patients and dients, sudi as rria- 
tives and visitors. 

Progressive behavior control methods and safe 
methods of restraint api^ication or escape should be 
tau^L 

The location and operation of safety devices such as 
alarm tystems, along with the required maintenance 
schedules and proc^ures, need to be known and 
understood. 

Emj^yees should also know ways to protect them- 
selves and coworkei^, induding use of tiie "buddy 
tystem" and the poUdes an^ procedures for report- 
ing and record keeping. 

Supervisors and managers should be tau^t that 
employees are not to be placed in assignments ttiat 
compromise safety and should encourage enqiloyees 
to report incidents. 

Supervisors and managers should leam how to 
reduce security hazards and ensure tiiat emplctyees 
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receive appropriate training. 

• Supervisors and managers should be able to recog- 
nize a potentially hazardous situation and be em- 
power^ to make ai^ necesaaiy changes in die physi- 
cal plant patient care treatment program^ and sta^ 
ing poliqr and procedures to reduce or diminate die 
haz^s. 

• Security personnel need specific training from the 
hospidd or cliniC/ indudii^ the psychological com- 
ponents of handling aggressive and abusive clients, 
^rpes of disorders and ways to handle aggression 
and defuse hostile situations. 

• The training program should also include an evalu- 
ation. The content methods and frequency of training 
should be reviewed and evaluated annually by the 
team or coordinator re^xmslble for implementation. 
Program evaluation may involve supervisor and/or 
employee Interviews, testing and observing, and/or 
reviewing reports of behavior of individuals in 
threatening situations. 

SECTION V: THE NEED FOR RECORD KEEPING 

AND EVALUATION OF THE PROGRAM 

The foDowing are recommendations for record keep- 
ing and program evaluation: 

• Recordsoflnjuries, illnesses, accidents, assaults, 
hazairis, corr^ve actions, patients' histories and 
training, among odiers, can help identify problems 
and solutions for an effective program. 

• The 05HA Log of Injury and niness (OSHA 200) 
can be used to track programming. 

• Medical reports of work injury and supervisors' 
reports for eadi recorded assault should be kept 

• Incidents of abuse, verbal attacks or aggressive 
behavior should be recorded, perhap as part of an 
assault's incident report 

• Information on patients with a history of past vio- 
lence, drug abuse or criminal activify should be 
recorded on the patient's diart 

• Minutes of safety meetings, records of hazard 


analyses, and corrective actions re«>mmended and 
taken should also be documented. 

• Records of all training programs, attendees and 
qualifications of trainers diould be maintained for 
documentation purposes. 

• Employers should evaluate dieir safety and security 
measures. Top management should review the pro- 
gram regularly, and widi each inddent, to evaluate 
program success. Responsible parties should collec- 
tively reevaluate policies and procedures on a 
regular basis. 

• A uniform violence reporting system should be 
established. 

• Improvement based on lowering the frequency and 
sei^ty of workplace violence should be meakued. 

• Employees diould be surveyed before and after 
making job or woiigite dianges, or installing security 
measures or new systems to determine their effec- 
tiveness. 

• Complying wldi OSHA and state requirements for 
recording and reporting deaths, injuries and Illnesses 
isessoitial. 

• Consideration should be given to using a qualified 
outside consultant to review die worksite for rec- 
ommendations on improving employee safefy. 

THE OSHA SELF-ASSESSMENT ANALYSIS TOOL 
Induded as part of diis technical document is a ^self- 
assessment analysis tool" devek^iedl^ Healthcare Se- 
curity USA. This indudcs a synopsis of the various 
guidelines discussed in each section. The tool is de- 
signed to document a self-assessment of die healdi care 
fadlify and die steps taken to devdop or str e ngth en a 
workplace violence fnei^tion program. The foQowij^ 
steps are suggested for optimal use of dus tool: 

• Individuals involved in the assessment process 
should fomiliarize themselves with OSHA 3148. 

• Persons conducting die assessment diould check 
whedier die institution is in compliance by checking 
yes or no. 
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• The next box aOows for comments and documentor 
tkm includii^ actions, persons responsible and time 
tables. The Anal area should be us^ to document 
tite monitoring and evaluation of each guideline In* 
chiding methods and dales. 

• Upon completion of titis self-assessment analysis 
tool, focUities will have also established an outiUie 
which can be used to develop a sound wotkplaoe 
violence prevention program based upon the 05HA 
guidelines. 


f mfridt Roil is a certified protection p rofes $i aud» a certified 
hedihcanprvUctimadn^htriUpfmtdMeertifitdhedlk 
care riA manager^ and holds a master's degree m secwnly 
managfment. He is also apestpresidenicf the International 
Association for Hea lthc a r e Security end Safety. 
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GUTOEUNES FOR PREVENTING WORKPLACE VIOLENCE FOR HEALTH CARE AND SOCIAL 
SERVICE WORKERS: OSHA 314S-199< 
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INTRODUCTION 

For ntany years, health care and sodal service workers 
have hoed a significant risk of )ob-related violence. 
Assaults represent a serious safety arwl healUt hazard 
for these ii^ustrles, and violeiKe agairwt their employ- 
ees continues to iiKtease. 

OSHA's new vidence jfwevention gxiidelines fuovide 
the a^ncy's recommendatiorts for reducing workf^ce 
violence developed following a careful review of work- 
l^ace violence studies, puUic aid private violence pre- 
vention progranns, and consultatkms widi and ii^nit 
from stakeholders. 

OSHA erusurages en^loyers to establish vioIeiKe pre- 
vention programs and to trade didr progre ss in reduc- 
ing work-related assaults. Althou^ not every irrcldent 
can be prevented, many can, and the severity of inju- 
ries sustairred by employees reduced. Adoptiirg practi- 
cal measures sudr as diose oudined here can dgnifi- 
candy reduce dus serious dueat to worker safety. 

OSHA'S COMMITMENT 

The publication and distribution of these guidelines is 
OSHA's first step in assisting healdi care aid sodal 
SCTvice employers aid providers in preventing work- 
place vidence. OSHA plans to corduct a coordinated 
effort consisting of researdr, iiiformation, training co- 
operative programs, aid appropriate ei\forcemait to 
accompU^ this goal. 

The gudelines are itot a new standard or regulation. 
They are advisory in nature, infoimadoiud in content, 
and interded for use by employers in provding a safe 
and healthful wcwkplace through effective vloleiKe 
prevention programs, adapted to die needs and re- 
sources of each place of employment 

EXTENT OF PROBLEM 

Today, more assaults occur in die health care aid so- 
cial services iidustries dian in any other. For exam;^. 
Bureau of Labor Statistics (BLS) data for 1993 showed 
health care aid social service workers having die high- 
est incidence of assault injuries (BLS, 1993). Almost 
two-diirds of the nonfotal assaults occurred In nursing 
homes, hospitals, and establishments providing resi- 
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dential care and other sodal services (Toscano and 
Weber, 1995). 

Assaults against woricers in the heald) professions are 
not new. According to one study (Goodman et al., 1994), 
between 1980 and 1990, 106 occupational violence- 
related deaths occurred among the following health 
care workers: 27 pharmadsts, 26 physicians, 18 regis- 
tered nurses, 17 nurses' aides, and 18 healdt care work- 
ers in other occupational categories. Using foe National 
Traumatic Occupational Fatai^ database, foe study re- 
ported that between 1983 and 1989, foere were 69 reg- 
istered nurses killed at work, tfomlcide was foe lead- 
ing cause of traumatic occupational deafo among em- 
ployees in nursing homes and personal care focilities. 

A 1989 report (Carmel and Hunter) found foat the 
nursing staff at a psychiatric hospital sustained 16 as- 
saults per 100 employees per year. This rate, which in- 
cludes any assault-r^ted injuries, compares wifo 83 
injuries of all types per 100 fUll-time workers in all in- 
dustries and 143 per 1(X) full-dme woikers in foe con- 
struction industry (K3, 1991). Of 121 f^ddatric hos- 
pital workers sustaining 134 injuries, 43 percent in- 
volved lost time from work with 13 percent of those 
injured missing more than 21 days from work. 

Of greater coiuiem is foe likely underreportii^ of vio- 
lence and a persistent perception wifoin foe healfo 
care iidustry foat assaults are part of foe job. Under- 
reporting may reflect a lack of institutional reporting 
policies, employee beliefo that reporting will not ben- 
efit foem, or employee fears foat employers may deem 
assaults foe result of employee negligence or poor job 
performance. 

RISK FACTORS 

Healfo care and social service workers face an in- 
creased risk of work-rdated assaults stemming from 
several factors, including: 

■ The prevalence of handguns and other weapons as 
hi^ as 25 percents among patients, foeir femilies, 
or friends. The increasing use of hospitals by police 
and the criminal justice systems for criminal holds 
and the care of acutely disturbed, violent individuals. 

• The increasing number of acute and chronically 
mentally ill patients now being released from hospi- 


tals wifoout foDowup care;, who now have foe ri^ 
to refuse medidne and who can no longer be ho^ii- 
involuntarily unless foey pose an immediate 
forest to foemselves or others. 

• The availability of drugs or money at ho^tals, 
cHnics, and ffoaimades, making foem Uk^ robbery 
targets. 

• Stuadonal and circumstantial fectors such as unre- 
stricted movement of the puUk in dinics and hos- 
pitals; foe inoressfog presence of gang memberSr drug 
or alcohol abusers, trauma patients, or distraught 
femily members; long waits in emergency or clinic 
are as, leading to client frustration over an inability 
to obtain needed services pro mp tly. 

• Low staffing levds during times (rf specific increased 
activity such as meal times, visiting times, and 
when staff are transporting patients. 

• Isolated work wifo dients during examinations or 
tr^tment 

• Solo work, often in remote locations, particularly in 
high-crime settings, wifo no badc-up or means of 
obtaining assistance such as communication devices 
or alarm systems. 

• Lack (Straining of staff in recognizing and managing 
escalating hostile and assaultive behavior. 

• Poorly lifted parking areas. 

OVERVIEW OF GUIDELINES 
In January 1989, OSHA publidted voluntary, generic 
safety and healfo program management guiddines for 
all empk^ers to use as a foundatkm for tiidr safety 
and healfo programs, which can indude a woik|rface 
violence prevention program.6 OSHA's violence pre- 
vention guidelines build on the 1989 generic gukidines 
by identifying commcm risk fectOTS and describing some 
feasible solutions. Although not exhaustive, the new 
workplace violence guidelines indude poBcy recom- 
mendations and practical corrective metiiods to help 
prevent and mitigate the effects of work|:rface violence. 

The goal is to eliminate or reduce worker exposure to 
conditions that lead to deafo or injury from violeiKe 
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by Implamaidng fffBctlvv Mcurtty <iBvioa and admM*> 
tnHif nrinlr rnMlfarti 11110^ nttwr m n iml irwii iii i 

The gukIcUne* cpycr • broad ipactnim of woiten 
who provide health cm and aodal aervleca in p^dd* 
atrk fadlittca, hoifdtal emergency departmenia, connmii* 
filty nwial health cUnlca, drug dniae Matmcnt dMca, 
ph an nede^ c opw mm Hy care (aciltttei^ and lon g ' term 
cm fadlitiea. Thy tnctode phyakim^ reglataied 
miraoi phannadat«, niirae pnicdtloncre, ptqrddana' 
■adaUnta, nuraee' aldca, thmpiata, technidana^ public 
health nuiaea, home health cm wor fc ere, aodal/wel* 
Cm woriten, Mtd e n wr g en cy medkel cm peraomwi. 
Birthcr, the gnldefoee may be uaehil in reducing riaka 
for andllaiy pereonnci eu^ aa maintenance, dietary, 
derkat and aecurlty ataff employed in the healttt cm 
and aodal eervkaa induatarlca. 

VIOLENCE PREVENTION PSOGKAM ELEMENTS 
There m four main com p o n enta to aiy effective aalety 
and health program that alao apply to preventing 
w or kpla ce vtolenfle , (l) management conwdtment and 
CB^doyee fovolvcmant, ( 2 ) woritalte aiulyala, 0 ) haz> 
aid prevention and oocunri, and ( 4 ) aafety aiMl healdt 
training. 

MANAGEMENT COMMITMENT 
AND EMPLOYEE INVOLVEMENT 
Maitagement commitmeid and cR^loyee Involvement 
m oomptementary aiKl eaaential elementa of an effeC' 
tive aafety and health program. To cnaure an effective 
progrent, manegciiwm and fronHlne cm(d(^eea muit 
work t oge ther, perh a pa through a team or co mmi ttee 
approach. If eirployera for dda atrat^, they muet 

be careful to cooply with the ^ppllcaUe pfovldima of 
the Nattcmal Lifoor Ralatkma Act 

Maiuigennent comndtmeid, btdudlng the cndoriciiwnt 
and viafole involvcnnent of top manageownt provides 
the modvetion and reeo ur cea to ded effectively with 
workplace vhdeirce, end should iikdude die foUowing: 

• Demonstrated orgenizadcnal concern for enployee 
emotional and physical safety and health. 

• Equal co m mitment to worker aafety and health and 
pallcnt/cUcnt aafety. 

• Aidgned reaponeiblHty lor the vertous aspects of 


die workpiece vkdence prevention program to en- 
sure that an managers, scpcrvlsora, end aiployecs 
understand didroWg a dons. Appropriate aDoc ed o n 
of authority and resources to all respondble paitica. 

• A system of accountability for involved mana g er s , 
s up er v isors, and e mpl oyees. 

• A co mp rehenrive program of medkal and psycho- 
loglcal counseling and dabriefiag far emplqyaea 
etpeiiendngflrwi meedng sasa u l ti andodiervfalat 
incidents. 

• CoemnitiTic nt to support and implement app ro pr iate 
leoommendationa ffom safety aid hceldi oononittees. 

• Enplpyeetaivolvoment and feedback enable worfcas 
to devekp and exprem didr own oommitinent to 
safety and health and provide useful Infa rnall o n to 
dcai^ im p leme n t , and cvahiak the pcogrem 

Ein|dqyee involvement should Inch^ the foUowii^ 

• Understanding and ccHn|dytng with the workptaoe 
violence prevention program and other safety and 
security measuics. 

• 1 1 rmrirlsinl nr n i Qgfsiinn 
prooednre covering safety and security concerns. 

• Prompt and accurate repordngcrfvkteitliuidents. 

• Participation on safety and healft com mi ttees or 
teams ttiat receive reports of vkrient incidents or 
security p toblan s, make facility iiupecdcnia, and 
respond witfi recommendationa for corrective 
strategies. 

• TsUng pert In a continuing education piopem that 
covers techniques to recognize eecalat^ agitation, 
asasuMve behavior, oroiminal faitenL md dlscusaes 
appropriate responses. 

WRITTEN PROGRAM 

A written piopam iot job safety and security, Incor^ 

porated into the organizuion's ovcidl safety and hrelth 

program, offers an effective approedi for larger orga- 

nizatiofia. In smaller rsiabHslunsnti^ the program need 


not be written or heevfly documented to be setiafao- 
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toiy. What is needed are dear goals and objectives to 
prevent ivorkpUce vtirfence suitable for the size and 
omqrfexi^ of ttie workplace operation and adaptaUe 
to ^edfle situations in cadi estaMtohment 

Hie prevention program and startup dale must be 
communicated to an em p loyees. At a ndnlmum, 
workpUoe violence prevention programs should do 
die following: 

• Create and dlseeminate a dear pottqr of xero- 
tolerance for workplace violence, verbal and non- 
vertMl ttireats, and rdated actions. Managen, super- 
visors, oo-woikers, dienta, pattents, and visitorB 
must be advised of diis poUcy. 

• Ensure diat no reprisals are taken agdnst an 
cn^doyee rdio rqnrts or ei^ieflcnoes rvorkpUce 
viotence. 

• Encourage employees to p ro mp tly report incidents 
and to suggest ways fo reduce or eliminale risks. 
Require records of incidents to assess risk and to 
measure progress. 

• Outiineaoompvehenslve|danformaintainingsecu- 
ri^ in the workplace, which indudes e HabHshti^ a 
liaison wldi law enforcement representatives and 
odiers who can help identify ways to prevent and 
mitigate wt^kplace violence. 

• Assign responsibility and audiorfty for the program 
to individuals or teams with a ppropriate training 
and skills. The written plan should ensure diat there 
are adequate resources avallaUe for this eAbrt end 
diet die team or responsible individuals develop 
expertise on woil place violence prevention inhealdi 
care and sodal services. 

• Affirm management commilinent to a worker- 
supportive environment diat places as much Impor- 
tance (m enqiloyee safety and healdi as on serving 
die patient or dient 

• Set up a company briefing as part of die initial effort 
to address Bu^ Issues aa presrevlng safefy, support- 
ing afiiected enqdoyees, and fodlltadng recovery. 


WORKSITE ANALYSIS 

Worksite analysis involves a step-by^tep/Oommon- 
aense look at die woricpiaoe to find exiadng or potm- 
dal hazards for woriq^ace vfoknee. This entails re- 
viewing spedfic procedures or operations that ooMii^ 
ute to haauds and ^ledflc locales where hazards may 
develop. 

A ‘Thiset Asacssment Teeny* "Patient AaaaultTcu^* 
aifnilar task force, or coordinator may assess die vul- 
nerability to woriqrlace violence and determine die ap- 
propriate preventive actions to be taken. Inqdemoit* 
ing die woriqdaoe violence pre ve ntfon propsm dien 
may be aaeipied to dito group. Hie team should in- 
dude representadves horn senior mana g ement oper a - 
dons, employee aaaiatance, aecurify, occupational 
safety and healdv, legal, and human lesourcea alafi. 

The teem or coordinator can review faqury and fllnere 
records and vrorkers' c o mpensation daims to Identify 
patterns of assaults that could be pre v en te d by work- 
place adaptation, proceduisl changes, or cnqdoyee 
traifdng. As die teem or coordinator identifies appro- 
priate controls, diese should be instituted. 

The recommended program for worksite anafysls in- 
cludes, but is not limited to, analyziiig and Inickti^ 
records, monitoring trends and analyzing faiddenla, 
screening surveys, and analyzii^ work{dace security. 

RECORDS ANALYSIS AND TRACKING 
This aedvify riiould indude reviewing medical, safely, 
workers' compensation and inauiwice records indud- 
ing the OOiA 200 lo^ if required to piipoint instances 
of workplace violence. Scan unit logs and employee 
and poHce repor ts of incidents or neer-inddents of 
aswuldve behavior to Identify and analyze trends In 
assaults rdadve to particular departments, units, job 
tides, unit activities, work stations, and/or time of 
day. Tabulate these data to target die frequency and 
severity of incidents to estaNish a basdine for measur- 
ing improvement 

Monitoring TYends and Analyzing Inddenls 
Contacdi^ stmilar local businesses, trade asaodationst, 
and community and dvic groups is one way to learn 
about dieir experiences with workplace vkdenoe and 
help identify trends. Use several years of data, if pos- 


sible, to trace trends of iiquries and incidenis of actual 

or potential workplace violence. 
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Sotcning StuTcys 

One important sa«cning toed is to give employes a 
questionnaire or survey to get tfidr ideas on die poten- 
tial for violent kiddentt and to identify or confirm die 
need for improved security meesures. 

Detailed baseline screening surveys can hdp pinpoint 
that put employees at risk. Periodic surveys cmi- 
ducted at least annually or whenever operations 
change or inddMits of workplace violence occur help 
identify new or prevtousfy unnoticed rWi foctors and 
deficiencies or failures in work practices, procedures, 
or controls. Also, the surveys hdp assess the effects of 
changes in die work pro c es s es. The periodic review 
process should also Include feedback and followup. 

Independent review e rs, such as safety and health pro- 
fessionals/ law enforcement or security specialists, in- 
surance safety auditors, and other qualified persons 
msy offer advice to strengdien programs. These ex- 
perts also can provide fresh per^Mctives to inqnove a 
violence prevention program. 

WORKPLACE SECURITY ANALYSIS 
The team or coordinator should periodically Inspect 
the woikplace and evaluate employee tasks to identify 
hazards, conditioite, (iterations, and situations dist 
couM lead to violence. 

To find areas requiring further evaluation, the team or 
coordinator should do die foUoiving: 

• Analyze incidents, including die characteristics of 
■sasilants and victims, an account of i^t happened 
before and during the incident, and the relevant 
details of die situation and Its outcome. When pos- 
sible, obtain police reptrrts and recommendatlcnis. 

• Identify lobs or locations with the greatest risk of 
violence as well as imcesses and procedures that 
put employees at risk of assault including how often 
and when. Note high-risk fectors such as types of 
clients or patients (e.g., psychiatric conditions or 
patients disoriented by drugs, alcohol, or stress); 
f^ysksl risk factors of the budding; IsoUted loca- 
tions/job activities; UghifoR probiems; lade of (diones 
and odier oonununkation devices, areas of ea^, 
unsecured access; and areas with previous aecurify 
problems. 


• Evaluate the effectiveness of esdsdng aecurify mea- 
sures, includifig o^ineerii^ control measures. 
De termine If risk fectors have been reduced or 
diminated, and take a p jwojwiate action. 

HAZARD PREVENTION AND CONTROL 
After hazards of violence are identified dirough die 
systematic worksite analysis, the next step is to design 
measures thioi^ engineering or administrative and 
work practices to prevent or control diese hazards. If 
violence does occur, p(»t-incidence response can be an 
important tool in preventing future incidents. 

ENGINEERING CONTROLD AND 
WORKPLACE ADAFTATICm 
Engmeering controls, for example, remove die hazard 
from the workplace or oeate a barrier between die 
worker and the hazard. There are several measures 
that can eft^vely prevent or control workplace haz- 
ards, such as those actions jnesented in die following 
paragraphs. The selection of any measure, of course, 
should be based upcm the hazards identified in die 
wcHiqilace security anslysb of esch fedlity. 

• Assess any plans for new construction or physical 
changes to die fedlity or worlqilace to eliminate or 
reduce security hazards. 

• Install and regularly maintain alarm ^sterns and 
other securify devices, panic buttons, hand-held 
alarms (» noise devices, cdlular fdiones, and private 
diaimel radios where risk is apparent cn- may be 
antidpated, and arrange for a rdiaUe response 
qrstem when an alarm is triggered. 

• Provide metal detectors installed or hand-held, 
where appropriate to identify guns, knives, or odier 
weapons, according to the recommendations of 
securify consultants. 

• Use a dosed-dreuit video recording for hi^-risk 
areas on a 24-hour basis. Public safety is a greater 
concern dian privacy in these situations. 

• Place curved mirrors at hallway intersections or 
concealed areas. 

• EiKlose nurses' stations, and install deep service 
counters or bullet-resistant, shatter-proof glass in 
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reoiptkm ««••» triage* admitting, or dlmt Mrvks 

• Ftovldeen^oyee''M<c rooms*’ for use during 
emcrgendes. 

• EstaUish ‘’timeout*’ or seduskm «rcM with Hglt 
.ceilings wltiwut grids for petietts acting out and 
establish seperste rooms for crtminslpetknts. 

• Provide dknt or patient waiting rooms designed to 
maximize co mfo r t and minimize stress. 

« Ensure that GDonsding or patient cars nx>ms have 
two exits. 

• Untit access to staff cpunselfog rooms wdtrea lw e iti 
rooms contndled ^ uring lodced doors. 

• Awange hin tit u re to prevent sfttra p ment of staff. In 
Interview rooans or crisis trestmenteresa, fomiture 
should be mtatimal, lightwel^i^ wittumt sharp oor- 
nen or edges, and/w affbaed to foe floor. Limit foe 
number of pictures, vases, ashtrays, or otiter Items 
tiud can be used as wespoQs. 

• Provide lodcaUe and secure baforooms for staff 
members separate from patient<aent, and visitor 
facilities. 

• Lock all unused doors to ttntit access in accordance 
with local fire codes. 

• InstiD bright, effective Halting indoors and outdoors. 

• Replaoebunned-outli^tis^brobcnwfndowssndlDds. 

• Keq)attlomobfleti,ifueedlnfoefleld,wcIl* 
maintained. Always lode automobOea. 

ADMINISTItATlVE AND 
WORK PRACTICE CONTROLS 
Adntinlstiative and work practice controls affect the 
way jobs or tasks are performed. Die foUowing examples 
Illustrate how dtenges in worii pr a ctieee and adminis- 
trative procedures can hdp prevent violent faiddcnts. 

• State dearly to pettetis, dtents, and em pl oye es that 
vkdenee is not pe m ti lt ed or toleniled. 


• Establish liaison with local poHce and stata proaecu- 
tens. Rqxirt al foddsnts of vkflenoe. 

• Provide pdke wifo phydcal layottta of fodlltiea to 
expedite investigations. 

• Require en^loyees to report all assaults or thraals 
to a supervisor or manager (e.g., can be co nfi dential 
interview). Keq> log books and reports of audt ind- 
dcnls to help in de t er minin g any neocaeaiy actions 
to prevent fnither oocurrenoes. 

• Advise and assist eoqdoyees, if needed, of company 
proceduiee for requesting pobce aaeislance or fillip 
charges when assaulted. 

• Provide managonait support during cmergendes. 
Respond prom p ti y to all complaints. 

• Set ty a trained response team to re sp ond to 
emegettdes. 

• Use property trained security officers, when necee- 
saiy, to dee] with aggreasive bdtavior. 

• Follow written securl^ procedurea. 

• Ensure adequate and properly trained st^ for 
restrairting patients or dienta. 

• Provide sensitive wdlimdy information to persone 
waiting in Ikte or kfi «valttng rooma. Ad^ measufca 
to decrease waiting time. 

• EnsureadequateandquaUfledstaffcovengeaftall 
times. Dmes of greatest risk occur during patient 
transfers, em er gaKy responses, mesd times, $nd at 
ni^t Locales with die peatest risk indude admis- 
sion units and orisb or acute care urtits. Other risks 
indttde admission of patieitis with a history of vio- 
lent behevior or gang activity. 

• Institute a sign-in procedure with pasnes for visitocBi, 
espedally in a newborn nursery or pediatric depart- 
ment Enforce visitor hours and procedures. 

• Establish a list of "restricted visttors" for petients 
with a histmy violence. Copies should be avail- 




sMe at security chedcpdnb, nurses' stations, aid 
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vWtor ligMn area*. Kevtew and rtvlaa vMtor 
dwde qrMora, when ncccaaaxy. limit infannsilcm 
givm to oiitriden on hoepitaUBCd victima of vMcnoe. 

• Sopcrvieetttt movement of paycMatriccUenti and 
patient* throughout the fecility. 

• Control aoewa to faeflitie* other than waiting 
room*, parttailariy drug etotage or ph an nac y uaa. 

• Prohftit employee* from woridng alone in cRier' 
gency area* or wa!k-4n dinka, paiticulariy at night 
or «dien aadatanoe i* onavallate. Bmployeea 
ahould never enter aedueion tooen* alone. 

• Eetebltoh poheka and procedure* foreecmed aieae, 

and e a wr g ene y cvacuatlona, and for monltorh^ 
Mgh-flA patfema at idghf < 1 Mn venu* lodc*d 

aediMton). 

• Aaoertalnthebdiavlofalhiatoryofnewandtm** 
farred pattenti to learn about ai^ paat violent or 
aaaaultive bdnvior*. EatabUah a eyalem sttdt a* 
chart laga, log book*, or vebol ceneua report* to 
Idoitify patleni* and dlento with aaaaulthv behavior 
praUans, b eeping tan mind patient oonfidcntIdlQr 
and worker aafeQr teauaei l^date a* needed. 

• 'Heet and/or int e r view agpeeaive or agHateddienla 
ki lelotively open areaa that atU maintofan prlva^ 
and confidentiality (c^., rooma wMi lem o r a Ma 
pardtlon^. 

• Uae case management conlerenceewHhco>wecken 
and superviaora to <Saeuaa waya to e f fect i vely treat 
potentially violent patod*. 

• Prepare cmlingen^ plane to treat dlont* who are 
'acting out* or making verbal or physical atladto or 
ftoeats. CoMkler udng oertlfiad employee aadatmx 
profeaeionel* (CEAPe) or bhhouee aodal aervloe or 
oocupationel health aervloe staff to help diffuse pa- 
tient or dient anger. 

• fTanefer aeaeultlve dient* to 'acute ewe urdtSi,' 
'erlininal unit*,' or ottter more reetrlclive eettings. 

• Make sure (hat nurses and/or phyddane are not 


akma whan pn for mi ng in t to n a te pt^dcal eamd- 
nadona of patient*. 

• Dboouragecfi^loyee* from weartog)rwdry to help 
prevent poasibie stitmgulalkm In coitfrontetlonal 
dtuetton*. Commuiyty worker* should carry oidy 
r eq uir ed idcnHAcatkm aid money. 

• PeriodieBnyMirvey the tedUhr to remove toola or 
poeaeeaiona left by vleitore or maiincr«nce ftafr 
whkh could be ueed Inappropriatdy by petlenla. 

» Provide staff with idatlficatlon badge*, prcfienbfy 
without laet iwmee, to readily verify crrqdoymcnt 

» Dlaoourige employees from cariyiiyk^,pais, or 

- other Hem* ttat could be used a* weapm*. 

> Provtda staff members with securttycacorts to 
parking meas in cvcidng or Ida hom. Parking area* 
•hook! be hi^dy visible^ wdl-li^tied and safefy 
•coeadble to the buUdtng. 

'. Use the 'buddy system,' eapedaify vdien pcramal 
ssfely msy be thiestened. EiKOurage home healfii 
care providers, aodal service workers, and others to 
avoid ttiieatenlrtg situations. Staff ahould enrdie 
extra cne fai devatofs, stairwell* and unfrunfllar 
rcetdotoeai; immadlately laavc peendaas tf them is a 
hasardous dtuation; or lequeM pottce cMort if needed. 

• DevdoppoHcks and procedure* covering home 
hadlh care providers, such as contract* on how vis 
hi wffl be conducted, ftepiwiKt of (dierstn the 
home during toe visits, arid the refuaal to ^vide 
eervicca in a deaify hazardous eltuatkm. 

• EstaWah a daywork plan for field aiaff to keep a 
d esi gn ated contact peraonbi fo rmadtaboutwoi ka f*" 
whereabout* t hr o u g h out toe woikilBy. If an em- 
ployee doea not lepmt in, toe contact person ahould 
foOowup. 

' Conduct a coB^rdwiwivcpoet-lnddtoit evaluation, 
tawhidtatg paydkological a* weO aa inadicBl tnatmank 
for anyloyeea who have bean ao b jected to abttiive 
behavior. 


TW^BISESS7ErlC3BSCSS!'3Sri^^SR!i9S^Sr 
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POST'INCroENT RESPONSE 
Po$t>inddent response end evaluation are rssenHal to 
an effective violence prevention program. AD work* 
place violence programs should provide comprehen- 
sive treatment for victimized employees and employ* 
ees who may be traumatized by witnessing a workplace 
violertce incident Infored staff should receive prompt 
treatment aivl psychological evaluation vdtenever an as- 
sault takes fdace, regardless of severity. Tiaiuiportation 
of the ii^uied to medical oire should be provided If 
care is not available ort-sile. 

Victims of worki^ce violence suffer a variety of con- 
sequences in addition to their actual physical injuries. 
These indude short and long-term psychological 
trauma, foar of returning to work, donges in rdattorv- 
ships widi co-workers and family, fedings of incompe- 
tence guilt powerlessnesSr and fear of oitidan by su- 
pervlaors or manners. Consequendy, a strong followup 
program for these employees wiD not only help them to 
deal with these p roblans but also to hdp prepare them 
to confront or prevent future incidents of violence 
(Flannery, 1991, 1993; 1995). 

There are several types of assistance that can be incor- 
porated into the post-inddent response. For example, 
trauma-erfsis counsding, aidcal ittddent stress de- 
briefing, or employee assistana programs may be pro- 
vided to assist victims. Certifled employee assistance 
pro fessi onals, psydiologists, psyddstrists, dinical 
nurse specialists, <jr sodal workers could provide this 
counseling or the employer can refer staff victims to 
an outside ^tedalist In addition, an enqdoyee coun- 
seling service, peer counseling, or suf^jort groups may 
be establidted. 

b any case, counselors must be well trained and have 
a good understanding of the issues and consequotces 
of assaults and odier aggressive, violent behavior. Ap- 
prt^rriate and pr om p ti y rendered post-iirddent 
debriefings and counsding reduce acute psydtdoglcal 
trauma and general stress levds among victims and 
witnesses. In sdditlon, such counseling educates staff 
about worlq>lace violence and positively influences 
workplace and organizatkmal cultural norms to re- 
duce trauma associated with future incidents. 


TRAINING AND EDUCATION 
Trainir^ aiui education etrsure that aU staff are aware 
of potential security hazards and how to protect ttion- 
selves and beir co-workers through estebUshed poli- 
cies aiui procedures. 

AU Employees 

Every employee should understand the concept of 
‘TJniversal Precautions for Violence," Le., that viotenoe 
should be expected but can be avoided or mitigated 
throu^ preparation. Staff should be instructed to limit 
{^yskal interventions b worlqdsce altscatfons wheit- 
ever possible, urdcss there are adequste numbers of staff 
or errtetgeiKy respoiue teams and security persomd 
available. Frequent trainbg also can Improve be llkdi- 
hood of avoiding assault (Carmel aird Hunter, 1990). 

Enqiloyees vdio may foce safety and security hazards 
should receive formal irutruction on the specific haz- 
ards associated with the unit or job and facfllty. This 
bdudesiidbmtetlon on the types of ii^uries or prob- 
lems identified in the fadlity and the methods to con- 
trol the ^Mcific hazards. 

The trabbg program should bvolve aU enqidoyees, 
including supervises and managers. New and reas- 
signed enq^oyees should receive an Initial orientation 
prior to being assigned their job duties. 

Vlsltli^ staff, rach as fbyticians, should receive the 
same training as permanent staff. Qualified trainers 
should instruct at the comprehension levd appropriate 
for be staff. Effective training progruns should in- 
volve rtrie playbg, simulations, and dibs. 

Topics may inchide Management of Assaultive Behav- 
ior; Professional Assault Respo ns e Tbbbg; pcffioe as- 
sault avoidance programs, or personal safety trailring 
such as awareness, avoidance, and how to prevent as- 
saults. A conbination of training may be used depend- 
ing tm be severity of the risk. 

Required training should be provided to cnqHoyees 
annually, b large iitstitutioite. refreber piog i ains may 
be needed more ffequeirity (monthly or quarterty) to 
effectively reach and inform all employees. 

The training should cover topics such as be foDowfi^ 
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• TIk workplace vlotaicc prevention pcrficy. 

• Risk factor* that cause or contribute to aMulti. 

• Early recognition of escalating behavior or lecogni* 
tion of warning sign* or situation* Aat may lead to 
assaults. 

• Ways of preventtitg or dtffuabtg volatile sltuationt 
or aggressive behavior, managing anger, and appro- 
priately using medications as chemical restraints. 

• Information on muMcultural diversity to develop 
sensitivity to racial aiul ethnic Is s u es <md dlflgenoes. 

• A standard response action plan for vkrfcru situa- 
tions, inchidlitg availability of assistance, response 
to alarm ^sterns, and comnunlcation procedures. 

• How to deal wMi hostile posoits ottter than pa- 
tients and clients, such as relatives and viaHors. 

• P r ogress ive behavior control methods and safe 
methods of restraint apj^cation or escape. 

• The location and operation of safety devloet such as 
alarm systems, aloi^ widt ttte required mainletunce 
schedules aitd procedures. 

• Ways to protect oitesdf and coworfcen,irtchiding 
use of the 'Iniddy system.* 

• Policies and procedures for repoftlstgaiul 
recordkeeping. 

• Policies arul procedures for obtalrdi^ itwdkal cere, 
couiwdli^ woricers' conq)eiuatioiv or legal assis- 
tance aflera violent episode or iftjury. 

Supcrvlsozs, Manager^ and Seeuxi^ Pcrsoimel 
Supervisors and managers should eiuure that employ- 
ees are not placed in assignments tfut compromise 
safety and should encourage employees to report Ind- 
desds. Employees snd supervisors should be trained to 
behave compassioiuitely towards coworkers whm an 
bteident occurs. 

They should learn how to reduce aecurity hasarda and 
ensure d\at employees receive appropriate tralidng. 


PoQowii^ trehttaig, supervisors and managen should be 
aMe to recognize a poleidiB&y hazardous situation end 
to make any rwoeamry dianges in toe physical pfant pa- 
tient care treatment ptogiam, aiul st^ng policy arid 
procedures to reduce or elimiiuite the hazvds. 

Security persofuid need specific training from toe hos- 
pital or cUrdc, liKhidlng the psychological cotiqtonoits 
of hartdling aggressive and abusive dicnis, types of 
disorders, and ways to hsndle a gg r essi on ard defuse 
hostile situations. 

Ihe trairdng program should also Indudc an evalua- 
tkm. The content m e th o d s, and freq u ency of tralnii\g 
should be reviewed and evaluated annually by the 
team or coordinator r esponsible for impletiwntatfon. 
Program evaluation may Involve supervisor and/c» 
employee interviews, testing aitd observing, aitd/or 
reviewing repor ts of bdwvior of individuals in threat- 
enii^ situations. 

RECORDKEEPING AND EVALUATION 
OF THE PROGRAM 

Recordkeepii\g ai^d evaluation of the violence preven- 
tion program are iwcessary to detsmlne overall effec- 
tiveness and identify any deAdendes or dtanges that 
should be trtade. 

Recordkeeping 

Recordkeeping b essential to toe success of a workplace 
vlolencepreventionprograin.Goodrecordshdpenv 
|A>yers determine toe severity of toe problem, evahale 
methods of hazard amtrri, and iderxttfytrainir^Tteeds. 
Reojrds can be espedaBy useful to large organizations 
aiui for members of a busmess poup or trade associa- 
tion wtoo *poc^ data. Records of tr^urles, Alnesses, acd- 
deitts, assauhs, hazards, corrective action^ patient histo- 
ries, snd trailing, amortg othos, can help identify prob- 
lems aitd solutions for an effective program. 

The foltowing records are important: 

• OSHA Log of Injury and OlnessfOSHA 200). OSHA 
regulations require entry on toe Injury and Ofaiess 
Log of any injury that requires more than Arst aid, 
b a lost-tiiiw ir^ury, requires modified duty, or 
causes loss of oonsdousnes8.9 fThb applies only to 
estabUshmento required to keep OSHA lo^) Inju- 
ries caused by assaulb, which are otherwise record- 
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•Ue, alto must be eniered on ttte tog. A fetaUty or 
catMtrophe diet tcsuhs In the hoepltaUBitton ot 
ttiree or more cm|rioyees must be reported to OSHA 
within elg^t houn. TMs faidudes thoee resulting 
from woricplaoc violence and appUcs to all cst^ 
Ushments. 

• Medical reports of work ii^ury and supervisors' 
repMts fr>r each recorded assault should be kept 
These records dtould describe the type of assault 
tCv unprovc^red sudden attadc or patienl-«hpattcnt 
altercation; who was assaulted; and aO other dreunv 
stHioes of the incident 

• The records should include a d es c ri p tio n of the 
envifoiunent or locatkwv p ot en tial or actual cost 

lost time, and the nature ^ injuries snstalnsd. 

• Incidents of abuse, verbal attacks or aggressi ve 
bdtavior which may be threatening to the worker 
butdonotresullinta|uiy,su(haspuahtogor shout- 
ing and acts of aggression towards odts cUents 
should be tcoordedl perhaps as ptft of an assaultive 
iiKldcnt r ep or t These reports should be evahiated 
routindy fay dte affected depaittnent 

• Information on patients wHh a Mstrey of past vio> 
lenoe, drug abuse, or ctimlftal activl^ shcrald be 
recorded on the padent'a chart AO stiff who care 
for a p ote nt iafly agg res rive, d>urive. or violent cbent 
slumid be aware (rf todr beckgrouiul aird Mstory. 
Admiatlon of vkdertt dlenta shmdd be logged to 

help deter min e potential risk*. 

• Minutes of safety meetings, records of hazard 
analyses, and cwiectlve actions reco mm ended and 
taken should be docume n ted. 

• Records of all training p ro g r ams , e tteiukcs , and 
quaUfkations of trainers should be maintained. 

Evaluation 

Aa part of their overall program, esqdoycrs should 
evaluate Mx safety and securi^ measures. 

Top management should review the program icgu- 
larly, and with each incident to evaluate program auc- 
ceaa. Respoiwlble partiea (managers; supervlaors, and 
enq^oyeea) shcmkl ctAecdvriy reevaluate polidcs aiul 


procedurea on a regular baste. Def ktnnrie a should be 

IdentlAed and oorrectlve ectlon tekeiL 

An evaluation program should involve the fr^wtng: 

• Establishing a uniform violence rqioittng system 
and regular review of reports. 

• Reviewtr^ reports atwi minutes from staff m ee t i n gi 
on safety and security ireues. 

• Analyring trends and rates in Ulneas/tnfury or 
fatalltfca mused by violence rdatlve to initial or 
‘haadine" rates. 

• Measuring Imp rovement baaed on loweri ng the 
frequency and severity of wor l q^lacev i ol en o i I 

• I^eping up-to-date records of admlniatretive and 
work practice diangea to prevent worlqidaoe vio- 
lence to evaluate thdr eff^veneaa. 

• Surveying cn^iloyeea before and after maldng Job or 
worksite diangca or laatalUng aecurlQr mcaaurca or 
new ^sterna to de te r min e their effectiveness. 

• Keeping abreast of MW strategies avallaUe to deal 
with vtolenm In Ae health care and aodal service 
Adds as dtese devdop. 

• Surv^tng employees who experience hoetiledlua- 
tions ^out ttte medied treatment thqr received Inl- 
tteUy and, again, several wedts afterward, and then 
several months later. 

• Co mp ly ing widi 06HA and state requirementa 
for recordli^ and reporting deaths. Injuries, tend 
iflnesaes. 

• Requesting periodic law enforcement m outride 
consultant review of dte worksite for reoommenda- 
tiema on Improving en^^oyee safety. 

• Management should share workplace violence 
prevention program evaluation reporis wittt all 
employeea. Aity dtangea In the program should be 
discussed at regidar meetingi of toe safety coatunMae, 
union representatives, or other e mpl o y ee groups. 
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80UKCBS OF A8S1STANCB 

Enrytoygrt who would lflc« awisten ce in i m p faju entlng 
•ncpfjvDprteie woric|^act vfotenoe pr e vattion pio- 
gram can tom to tfte OOIA CoMuhatton service prch- 
vlded in their stale. Primarily targeted at smaller com' 
paniesy dte oonsultatlon service is provided at ito 
diarge to Ae employer and is Independent of OKtA's 
en f orcement activity. OSHA's efforts to assist employ' 
ers combat workplace violence are contfdemented by 
those of NI05H (1-8(»'35'NI06H) and public ssMy 
(Vidals, trade associations, ordons, Irmiroa, human 
resource, and employee assistance professionab as 
well as other interested groups. Bmploycn and em* 
ployecs nuiy contact these groups for additkmal ad* 
vice and information. 

CONCLUSION 

OmA recognizes the importance of eff^ve safety 
artd hcaltti program management in providhtg safe 
and heahhful workp la ces. In feet OSlA's aHisuha- 
tion services help emjrfoyers estabUsh and nudntain 
safe and healthful woriqplaces, and the agency's Vol' 
ontuy P rotectio n Progrants were specifically estd^ 
Ushed to recogrtize workslles witft exemplary safety 
arwi healdt p ro g r am s. Effective safe^ aitd heaMt pn^ 
grains are known to Improve bodt morale and ^^uc* 
tlvity aiul reduce workers' oompenaetkm costs. 

OSHA's violence prevetttion guidettrtes ere an eseeit' 
ttal coo^Kment to workplace safety artd health piD- 
^ama. 06HA believes that the per fo rmancenwiented 
afi^jroadi of die guidelines proves employers widi 
fledbllify in ttielr efforts to maintain safe and heahhful 
working conditions. 
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Sdf'AMCMatal Analjrtis Tool 

HMlthCareSeo mH y USA 
GuldcIlMt far Picvcnttf^WoftEptece Violence 
for HMMh Care and Sodel Service Worlcen 


Hie foDowing la a adfoMeHment ana^nfa tool vdddi It daiipied to adAvM aD or BMMt ol the bilonnettoo con- 
lahtod In lheU5.Dq)eitiiwdolLrt>or>OeeiTe to^ S^ tori HtohhAdn di i toOe lfaevOSHA #3148. 199ipfo>- 
cation endded ^Gidddfoet far Preventing Wort^taoe 'Moicnce far HnMi Cave tori Sodal Stovlce Worfotoa.* ft la 
reco mm ended diat p ereon a tiling Ihia ahouU famlllaria tticntadvca wMt the andie OSHA #3148 pubHcatkm. 


Thaae gridcttnca are Mto new atandarda or legriattona. Thejr do however recommend a method of enhancing die 
aacnrlty (rf envtojwaa In dw harith can and aodal aarvloM eRvkoiBMnla aa It iriatoa to the prevention vtoianoe. 


TMa analTiia toi4 la derigned to allow «|iproprlete Indlvkluab to have a documented reiponae to the varfooB cl> 
gnerrta con tain ed in the guidcllnea- Thto doc um e n t can addbeea comp i t a nfv , eatabllih and track compBanoe ale- 
manta or document die ratlonri far ntm< on|rianoe or ncn-e p pIk eW Uy.'Ihiaanalyelariwuld be conducted aeaoon 
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FOREWARD 


This handbook is designed for the person ultimately responsible for the 
security p ro gr am in a healthcare facility. The format will allow for ovethead 
projection of the various charts and graphs allowing for educational programs and 
presentations if desired. 

The intent this handbook is to define the role of security in the healthcare 
environment by giving a brief historical prospective depicting the responsibilities and 
authorities currently utilized. Various functions will be addressed along with 
staffing and equipment methodologies necessary to attain a viable sectnity program. 
Also covered will be how to develop a risk assessment process as well as a sound 
quality management program. 

Finally, this handbook will address the current trends and anticipate how 
future developments will evolve including the interrelationships with other 
healthcare departments and organizations. 


^ Copjmfht Ociotar 1992, Fredrick G. RoO 
7940 SC<]flacri Way 
Unknn, CO USA 
000)7944194 
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HEALTHCARE SECURHY MANAGEMENT 
HANDBOOK 
by 

Fredrick G. RoU, CPF, CHPA 


PURPOSE OP HEALTHCARE SECURITY MANAGEMENT: To provide a secure and safe 
environment that allows everyone using the healthcaie facility to deliver or receive quality 
services with minimal threats against their personal well-being and security of their 
property. Security management, especially in the healthcare environment, must be veiy 
concerned with providing appropriate service for people who often requite special 
attention. 

I. OVERVIEW 

The term "security” has numerous meanings. Traditional security definitions 
vary, however, Richard S. Post and Arthur A. ifingsbury defined sectirity in their 
book 5«emriivA tli i ni i iM i a rinti; An intindngtioii. as "Related translations (definitions 
of security) encompassed the terms protect, shield finm, guard against, render safe, 
and take effective precautions against."' In most definitions "safety” is closely tied 
to security. Healthcare safety specifically deals with such areas as slips and falls, 
hazardous and infectious wastes, as well as numerotis environmental issues. 
Although in some organizations seciuity and safety are managed together, the 
ctirrent trend is toward separation, as healthcare safety becomes more specialized 
with the advent of various laws and specific regulatory requirements. This 
handbook specifically addresses the healthcare security rather than safety issues. 

Healthcare security is also becoming a more specialized field as medicine and 
patient care become more complex. The need for professional, flexible, and business- 
oriented security nuinagets is becoming more evident. 

Healthcare security continues to become better defined. This handbook will 
address the current trends and predictions on how future developments will evolve 
including the interrelationships with other healthcare departments and 
organizations. 
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A. Functicms of the Security Program 

Most security operatioiis concentrate on the prevention of crime ty 
taking a proactive approach verses the reactive approach usually associated 
with law enforcement. Law enforcement, by its very nature, provides a 
totally different function - the overall protection of the public. Health c are 
security, however, specializes in protecting the assets and persons utilizing 
the healthcare facilities. In most instances, 90 to 95 percent of the time of 
a security officer and security manager deal with non-law enforcement activi- 
ties. Matuigers must understand what authorities diey do have in relation 
to the enfcncement of rules, regulations, and applicable laws. 

In order to explain the appropriate relationship of security maiuge- 
ment in a healthcare environment, there are several basic functions that need 
to be understood. 

1. Security Assessment - Vulnerabilities must be identified by 
conducting a security audit or security risk identification 
review. Hus will allow fica: devdopment of action plans to 
reduce the threats and develop numitoring mechanisms. 

2. Crime Prevention - Crime prevention activities must be 
developed and instituted to reduce security-related incidents 
from occurring. 

3. Personal Protection - Protection systems must be developed to 
safeguard patients, physicians, staff, visitors, and others. 

4 . Property Protection - Protection systems must be developed to 
protect property. 

5. Service-related Activities - Service-related activities must be 
identified and implemented to meet the goals, mission, and 
philosophy of the institution served (i.e. parking services, 
information, escorts, etc.) 
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6. Enforcement - Enforconent criteria must be developed and 
authorized by administration to meet the philosophy of the 
institution (Le. arrests, discipline, investigations, etc.) 

Managers of security operations must realize that in almost all 
instances their department is an andllary, non-revenue-produdng 
department. Although very important to the well-being of the medical 
iadlity, it is often viewed as a necessary ezpense by many other departments 
that would prefer to use funds for direct patient care. This is particulariy 
inqMitant as healthcare dollars become even more difficult to attain. Astute 
security managers must clearly identify how their department interfaces with 
the organization, vidiat services must be provided, and what is the most cost- 
efifective method to provide an environment that protects people and assets. 
Security managers must understand the level of administrative commitment 
for the pr ogr am . They must cleariy know their responsibilities and authority 
and be prepared to meet the overall mission of the healthcare facility. 

B. Manavemen t Principles 

Security managers must understand there is a security-related thread 
that runs through each and every department and operation within a 
healthcare facility. Therefore, it is necessary to work with the administration 
of the hospital to establish a firm commitment of support. Once established, 
the security manager can work with the various departments and individuals 
to identify specific risks and take preventative steps to avoid losses. The 
competent security matutger can be a valuable resource to the institution in 
overall loss prevention. This includes accountability for equipment, 
protection of hi^-risk patients, proper screening and selection of employees, 
adequate orientation, and training of all employees. All employees need to 
tfflderstand their involvement and responsibility for the security of the 
facility, the specifics of security rules and regulations. 


3 



142 


The-spedfic security management inindples involved indude: 

1. Management must provide leadership in encouraging and 
supporting security awareness and constructive preventive 
measures, among all those vidio work in and utilize the fodlity. 

2. Management must solidt administrative support and commit- 
ment and demonstrate the need for a strong security program. 

3. Management must provide a secure woridng environment 
which allows workers to perform foeir services with minimal 
concern about threats to their person or property. 

4. Management must assess the organization, especially property 
and financial resources that are vulnerable to misappropriation, 
and provide reasonable preventive measures. 

5. Management has a special obligation to protect patients and 
others who may be espedally vulnerable to breaches of 
security because of their medical condition, infirmity, age, sex, 
or other factors. 

To integrate a security program into a healthcare facility successfully, basic 
management ptindples must be utilized. Risk Management and Security 
Management have similar goals and workable prindples. They share in name and 
philosophy the word "management." In traditional planning, otgatuzing, staffing, 
directing and controlling associated with management. It is in^lied that this will be 
done in a cost-effective manner. Althou^ there are numerous definitions for "risk 
management", one of the foremost experts in the field, George L. Head, Vice 
President for Insurance Institute of America, stated the following definition of risk 
management in his book Kssentials of the R isk Man awmimt PmrpM. "Risk 
management may be defined as the process of plarming, organizing, leading and 
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controlling the activities of an mganization in order to minimize the adverse effects 
of accidental losses on that organization at reasonable costs.*^ 

These two managerial philosophies are discussed in an article wdiich was 
published in the Fall, 1988 issue of the Journal of Healthcare Protection 
Management entitled, "Safe^ and Securilp - Risk Management.* See Figure #1 
page 6. The management process is described as a six step procedure. 

Step 1 -Identify potential for loss and problems. 

Step 2-Analyze potential loss or significance of problem. 

Step 3-Examine all potential alternatives for viability. 

Step 4-SeIect the best apparent techniquefs). 

Step S-bnplement the chosen technique. 

Step 6-Monitor and improve the program.* 

The article encouraged persons responsible for the security management 
program to think like their risk management counterparts, as well as the new breed 
of healthcare administratots. 


5 



144 


FIGURE #1 
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Source: Jounwl of Hei lAeere Protection Menagement Vol. 5, No. 1. FaU 198a Sef^ a Security 

-t- Risk ttenagement - Loss Pievcntion by Fredrick G. Roll. (Publication of die 
International Association for Hospital Security and Safety). 
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0. (HIGANIZATIONAL ROLE AND FUNCTKKI 

Although there are numerous issues facing healthcare today, security of the 
patients and persons using the facilities, as well as the property of both are of 
utmost importance. The American Hospital Association created an Ad Hoc 
Committee on Hospital Security Issues. This committee generated a report in 1991 
v^ch briefly addresses the following areas of concern: Employee Impacts, Security 
Force, Violence, Drug Theft and Taiiq)eting, Theft, Infant IQdnapping and Outside 
Threats, see Figure #2 on page 8. These areas certainly affect the role and function 
of a healthcare security operation and must be addressed by the person responsible 
for the ptogrartL 

The history of hospital security is well outlined in Hospital Security. 3rd 
Edition by Russell L. Colling.* Mr. Colling traces the organization of hospitals back 
to England in A.D. 1123. The first designated sectirity reference was known as 
"Office of the Porter." This was the security manager and the "Beadles" provided the 
function of stationary guards. The modem era in the United States is summarized 
as follows: 


1900-1950 - 

1950-1960 - 

1960-1975 - 

1975-1980 - 

1980s 


Protective aspects (i.e. watch rounds and fire watch) were 
performed by maintenance persormel. There was little mention 
of specified security persormel. 

Shift ftom fire watch to law enforcement, with police officers 
working in or out of hospitals in larger commimities. 

The begimiing of the security management era. The protective 
aspects began to ejquuid beyond dealing with only illegal 
activities. 

Security and safety aspects began to join together. Matmgers 
became more recognized. 

Security began to take a mote expanded role in the hospital 
environment. Mote emphasis on the protection of assets. 
Greater demand for flexibility and the interface with other 
team players. 


7 



146 


nCURE #2 
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As we travel the 1996s, the trend toward the application of prof e ss ion al 
management concepts and team interventions increases. Persons responsible for 
healthcare security management must become business minded and approach their 
responsibilities in a cost-effective, yet quality manner. 

The overall nde of healthcare security is to provide a proactive approach to 
providing a secure and safe emnronment. Public law enforcement is deemed 
responsible for the enforcement of laws enacted to protect the general population. 
Because this is a very broad responsibility, this usually relates to the respcaise to 
criminal activities that have already occurred. Security, on the other hand, is 
usually involved in providing a specific service to a more defined organization or 
group and its ptimaiy function is to prevent incidents from occurring on that 
particular property. These go beyond laws since security also deals with the 
prevention of breaches in rules, regulations, and policies associated with the 
operation of a business. Laws may also be enforced; however, this is usually within 
the same authority vested with a private citizen. Law enforcement will most likdy 
be called upon to deal with a violation of public law. It is essential that these two 
entities work closely together to provide adequate protection to the citizenry of a 
community. 

Figure #3 on page 10 defines some of the differences often used to 
differentiate between security and law enforcement. 

Another interesting conqtatison between security and law enforcement is the 
total number of personnel and dollars expended annually. The chart on page 11 
(Figure #4) fiom the Hallcrest Report 11. by Cunningham, Strauchs, and Van Meter 
identifies the number of employees and the financial expenditures in each field in 
1980, 1990 and makes projections into the year 2000. 
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FIGURE #3 


SECURnY/LAW ENFORCEMENT COMPARISON 
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Figure #4 also indicates a trend toward the need for the private sector to 
support the efforts of security pr ogr am s and recognizes that the public resources will 
continue to remain somevdiat constant tfarou^ the 1990s. As discussed earlier in 
the evolution of healthcare security, law enforcement personnel are relying on 
institutions such as hospitals to provide adequate levels of protection. As law 
enforcement resources remain static and their responsibilities expand with 
population growth, oiganizadons such as hospitals must assume even more 
responsibility for their own protection. 

Hospital security must fost focus on the protection of persons and secondly 
on property. This includes patients, physicians, staff, visitors, and others, as wdl 
as their peisonal property and the assets of the hospital. In some larger and more 
sophisticated hospital security operations, members of the security department may 
also be involved in in-depth investigations involving computer fraud or loss of 
financial assets. For the most part, however, hospital security operations involve 
loss prevention including identification of potential problems that would have an 
adverse fintmdal impact upon the hospital. 

gREVENTIVE PATROLS AND CRIME PREVENTION 

Security loss prevention is usually accomplished through a concept called 
"preventive patrol.” High security visibility will act as a deterrent for most rational 
persons contemplating a criminal act. Not only does this patrol provide a imiformed 
security officer that is highly visible, it also verifies that conditions are as they 
should be. For example, a patrolling officer may observe a door stuck open 
allowing unauthorized access or find a cracked water pipe that cw be reported for 
repair before damage occurs. 

Persons responsible for healthcare security must also realize that our society 
includes a number of persons who are not rational and/or predictable. These 
afflictions may be psychological, physiological, or neurological. People may be 
affected by drugs and alcohol or be part of a group actively involved in protests 
such as animal rights or anti-abortion. Since some hospitals do animal research 
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and/or abortions, healtbcare security professionals must design an effective method 
of dealing with all of these groups. 

The International Association for Healthcare Security and Safety has been 
conducting crime surveys for the past several years on hospital-related crimes. 
Hospitals are not the sanctuaries diey once were. People and property both are 
vulneraUe. Hospitals have large supplies of items used 1^ the general public 
including food, clothing, computers, and drugs. There has also been a rising trend 
in infont kidnapping up until 1992. The number of female employees working 
various hours has also created an increased oppommity for sexual assault. 

The surveys deatiy indicate that all phases of crime do, in foct, occur in 
hospitals. These crimes indude homidde, rape, arson, infant kidnapping, armed 
robbery, assault, and theft. In one hi^ily publicized homidde, a female physician 
working in her research laboratoiy at Bellevue Hospital in New York was brutally 
raped and murdered by a homeless vagrant in 1989. The offender vras found to 
have lived in a machinery area of the hospital for over a month prior to the murder. 

Although the numbeR and percentages of these crimes vary, hospitals in all 
geographical settings fiom inner dty to rural environments reponed crime 
occurrences. Persons found to be die perpetrators of these crimes induded 
employees, patients, and persons off tiie street. As a result, surveys should indicate 
to security management and administrative persotmd the necessity to analyze the 
security risk at their fodlities and take appropriate corrective action. 

It is difficult to identify specific dollar amounts attributed to theft in hospitals 
since much is unreported. Hosintal owned property loss is estimated to be between 
$2,000 and $3,000 per bed per year on an average. Using an average of $2,500 per 
year, a 300 bed hospital could lose $750,000 aimually. The theft of patient 
property, in addition to the dollar loss, has a tremendous impact on 
customer/patient relations. Theft of employee property also negativdy affects 
etiqtloyee moral and productivity. All of these emphasize the need to develop 
extensive loss-prevention, security-related programs. 
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Assaults, thefts, kidnappings, and other crmtinal incidents have led to an 
epidemic of legal actions against hospitals charging inadequate security. Qtaiges 
include lack of sectuity, too few security personnel, untrained security persotmel, 
inqitoper hiring and retention, poor security management practices, not meeting 
perceived national or community standards, and failing to foresee and negate 
criminal activity. Hospitals by their very nature must meet the public’s esqrectadon 
to provide a caring and protective enviromiKnt. This is complicated by the fact that 
healthcare dollars are becoming increasin^y tighter, and sectuity, a non-revenue 
producing department, is becoming more costly to maintain. 

SECURITY PROGRAMS 

Healthcare security programs vary in size and complexity. The Joint Commis- 
sicm for Accreditation of Healthcare Organizations (JCAHO) recommends that 
hospitals shall provide a security program that meets the specific needs of that 
facility. In a small rural hospital, the program could consist of maintenance 
persotmel locking and unlocking doors at certain hours staff members handling 
small problems, and the local law enforcement department called in for larger 
problems. An adequate security program exists as long as the program meets the 
needs of the facility and there is documentation that the program has been reviewed 
and is viable in that hospitaL Some small hospitals may supplement the above 
program with on-site security petsoimel for after-hour coverage to round out their 
program. Figures #5,#6, & #7 on the following pages demonstrate potential 
organizational security models in different sized organizations. 

When hospitals have a formal security program, the organizational reporting 
level will also vary. In some large organizations, a Afice President for Security 
Operations heads the program from a corporate perspective with individual 
managers at each fodlity. In most medium to large hospitals, there is a Director or 
Manager of Security who usually reports to an assistant administrator responsible 
for several ancillary departments. In many cases, the Manager of Security would 
be considered a staff member at the levd of department head. Managers might also 
have other areas of responsibility such as parking, safety. 
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nGURE#5 


SMALL SECURITY DEPARTMENT 



Source: Hospital Shared Services of Colorado 
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FIGURE #6 


Medium to Large Security Department 



Source: Hospinl Shared Services of Cdorado 
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and tianspoitation. In large hospitals are often located in urban or inner city 

areas, security is a majm responsibility that would encompass the Directoi's full 
attention. 

At one time, security was thought of as an ofif-shoot of the physical plant 
department, with security reporting to the plant manager. This occurred when the 
security operation was primarily a watch-dock or fire-watch service. As the 
problems in security have become more complex and the responsibilities have 
become greater, for the most part this concept has changed except in relatively small 
facilities. Recently however, there has been a financially-related trend to revert 
back to the plant facilities model and either eliminate or reduce the security 
manager’s position. This is a resuk of organizational flattening.'' This may mean 
that managerial responsibility for security is transfetred to another manager within 
the facility with numerous other departments to manage. 

Security managers should remember that security usually entails, among 
other responsibilities, the enforcement of rules, regulations, polides, and applicable 
laws that safeguard the institution finm financial loss. These are primarily the 
functions of administration, and the security department acts as its agent. The 
security program should, therefore, report to someone in the administrative 
hierarchy who understands the importance of this function and can take 
appropriate administrative actions as needed. The lower the reporting level of the 
security operation within the organizational structure, the greater potential for mote 
btneaucratic and self-setvidng elements. 

INTER-DEPARTMENTAL RELATIONSHIPS 

The inter-departmental relationships of the security program are extremdy 
important. As previously mentioned, security must be part of every unit within a 
healthcare facility. Staff members must take an active role in protecting persons 
and property within their woik area. At a minimum, this might be to contact 
security when they see a suspidous person. Departments must also be responsible 
for protecting personal and hospital property to avoid theft. 
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In-depth relationships must exist between specific departments including 
safety, risk management, and quality management. These departments are all 
involved in the loss prevention aspects of a hospital. In some departments, security 
is directly involved with the general liability issues; whereas risk management 
focuses on the insurance area, and in conjunction with quality assurance, cm medical 
malpractice issues. Security departments may also work closely with htiman 
resources and employee health departments on such issues as background screening, 
employee assistance, and substance abuse programs. 

Although a few security departments have sworn law enforcement persoimel 
providing their enforcement function, most have individuals with the same 
authorities as a private citizen. The latter allows for greater flexibility when dealing 
with inter-departmental issues since they can be handled administratively and not 
necessarily legally. 

Persons have high expectations when utilizing hospitals, including a very high 
expectation of security and safety. When incidents occur such as physical and 
sexual assault, theft of valuables, infant kidnappings or even the loss of eyeglasses 
or dentures. Patients and the community are disappointed and disillusioned. The 
high financial awarxls issued in medical malpractice and inadequate security cases 
reflect the public’s expectation and view on this matter. 

Staff members and physicians also expect a crime-free environment in which 
they can concentrate on their primary function, patient care. The effect of criminal 
activity or the sense of a lack of security has a major impact on the productivity and 
morale of staff members. 

Security officers are often called upon to perform security-related fimctions 
that might offend some staff members. These might include package or locker 
inspections, parking enforcement, and the enforcement of specific rules, regulations 
and policies. This makes the security officer’s job very difficult sitKe on one hand, 
the officer is expected to be a helpful public relations representative and on the 
other, the hospital’s private policeman. 
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Enforcement actions heed to be thought out in advance, coincide with the 
mission and philosophy of the institution and have administrative backing. This is 
true whether you are enforcing parking, policy or criminal violations. In addition, 
the person responsible for the security fonction should also be familiar with the 
legal authorities associated with enforcement. Are licenses required for security 
personnel? Do they have authorities greater than a private citizen? When can they 
legally take action and in what drcumstances? Are there specific training 
requirements for security personnel? What, if any, weapons may they use? Do they 
understand the laws of arrest, search and seizure? All of these questions should be 
considered when developing and managing a security department. Finding that you 
did not address these issues effectively, in advance of an incident, can have a 
devastating legal and financial impact. 
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m. RESOURCES 

In the area of human resouices, exceptional character, and flexibility are 
probably the greatest attributes either a security ofBcer or security manager can 
possess. Patients, visitors and persons within the facility have high expectation from 
persons in a security uniform. This expectation needs to be fulfilled by 
demonstrating a good example of physical and moral character. Hospitals are also 
extremely complex institutions performing functions ranging from high-tech 
procedures to giving a helping hand. Sectitity personnel must provide a good public 
relations image while performing enforcement functions. Many persons entering 
this field have former security and or law enforcement experience, while others use 
this as an opportunity to gain experience to move into law enforcement positions. 
The key is the ability to move from one situation to another and to handle each 
equally well. In other words, an officer might be on an exterior patrol at 3:00 AM 
without seeing anything but parked vehicles and locked doors for a substantial 
period of time and then be called to the emergency room to confront a patient who 
is "acting out." Each simation is demanding in a substantially different way. 

Whether security officers ate male or female, young or old, they must convey 
an image that they can, in fret, fulfill a security function. Persons in a healthcare 
setting must feel secure. This will not be the case if the security officer does not 
create this perception. This perception is often demonstrated through the ability to 
communicate and the visual image the individual projects. An officei's tmiform, be 
it a blazer or traditional uniform, is an outward and visible sign of authority. This 
means the officer will fiequendy be asked for information aiul directions as well as 
for help. The ability to communicate successfully and demonstrate a concern for 
people goes a long way toward projecting the desired confidence. 

The security manager must also be flexible. Security managers will usually 
be asked to participate on a number of committees that will test their ability to 
effectively and tactfully communicate. Basic management and effective human 
relations skills, in conjunction with the ability to enforce policies effectively, must 
be blended together for this position to be accepted in a healthcare environment. 
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The most effective way for persons involved in the management of the 
security program to succeed is to actively pursue and participate via a team concept. 
In other words, since a number of people may be leery of the authoritative figure 
in charge of security, it is essential to have other people in the facility work with 
you to develop policies and procedures. 

In a paper written for an Emergency Platuiing class as part of the Webster 
University Graduate program in Security Management, Fredrick G. Roll dted the 
development of a Severe Weather Plan while being the new Director of Security at 
Baptist Medical Center in Jacksonville, Florida. In this particular application, he 
utilized the resources of the Safety Committee to develop a philosophy that would 
allow the various departments to "buy into" the overall plan. By demonstrating a 
commitment to the team coiKept this negated being cast as the "top cop" and build 
a long term rapport with peers and administration. 

The person in charge of the security operation must remember that 
confidence must be maintained when emergency situations do occur and there is not 
enough time for the team approach, that, the established protocols, policies and 
procedures can and will be effectively implemented. In a separate paper for that 
same class entitled 'Walk Softly/Cany a Big Stick", he outlined this philosophy as 
follows: 


Respect and confidence must be earned. Aggressive and/or 
arrogant people ate most often rejected, not trusted and ate disliked. 
The competence of a manager can best be displayed by interacting 
with the various components within an organization and seeking their 
input in how an emergency plan can best meet the needs of their 
areas. These individual needs can then be integrated into the master 
plan for overall effectiveness. 
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Confidence from the organization can most easily be gtdned 
when the manager demonstrates the reasonableness of the planning 
process. In other words, is the plan related to the overall mission of 
the oiganization while taking into account the various needs of each 
component and meeting them whenever possible? When done 
properly this interactive and partidpatoty management st)de will 
allow the manager assigned the task of planning to develop and 
administer an effective response to various e m e r gency and crisis 
situations. 

Althou^ there are numerous managerial sqdcs I have finad 
tiiat being a partidpating and interactive manager provides die best 
opportunity to gain the respect and confidence of those responsible 
for affecting a successful emergency response. This is particulariy 
important since most true erndgendes are rare and the emergency 
manager needs to be successful before, during, and after the inddent.^ 

The International Asscxdation for Healthcare Sectnity and Safety (lAHSS) has 
developed training guidelines and certification programs to assist security officers, 
supervisors and managers in understanding healthcare security issues. At the 
present time, these are the only recognized standards in the healthcare sectnity 
field. Figure #8 on page 24 contains the course descriptiem for die 40-hour officet’s 
training program. Figure #9 cm page 25 oudines the supervisory program, and 
Figure #10 on page 26 describes the criteria necessary fora maruiger or Rector to 
achieve the designation of Certified Healthcare Protection Adm inis trat i on (CHPA). 
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FIGURE #8 

INTERNATIONAL ASSOCIATION FOR HEALTHCARE SECURITY 
& SAFETY BASIC TRAINING PROGRAM RECORD 


- ^ NO. HOURS 

Nos. Counonsitedofftbtnaittriikoiccleaiwe. * 

Mandaiofy nhiint of 34 houn muK te oooplaal nWi on addMonal « decdw hooi to ' 1 . v 

j eomptae the 40 hour p ioy as . * ' 

INTOC»lXniON TO HOSmAL SECURITY 

Hospital Oisanizition 1 

Security as a Setviee Organization 1 

Public and Cooununity Relations 1 

Labor Relations 1 


DEVELCmNG OOMMUNtCATION AND INVESTIGATIVE SKILLS 

Investigations and Interviews 2-t-l 

Report Writing 34-2 

Patrol Procedures/Techniques 3 

Handling the Disturbed Patient, Visitor, Employee 1 

Courtroom Procedures 1 


SECURirrS role in hospital OPERAIIOtS 

Nursing Units 1 

Business Office 1 

Pharmacy 1 

Dietary %rvice 1 

AncOl^ Services 1 


PROTECnVE MEASURES 

Hospital VulnerabOities 1 

Lock and Key Systems/Access Control 1 

Physical Security Controls 1 

Alarms 1 

Equipment Usage/Maintenance 1 


HOSPITAL SAFETY AND EMERIZNCY PREPAREimESS 

Functional Safety 2 

Fire Prevention 2 

Fite Control 2 

Bomb Threats 1 

Disaster Control 2 

Civil Disturbance 1 


roCURITY AND THE LAW 

Laws of AnestfSearch/Seizute 2 

Narcotics and Dangerous Drugs 2 

Law Enforcement Liaison 1 


SPECIALIZED SKILLS 

Career and Professional Development 1 

Self-Defense 2 

Weapons: Use and Handling 2 

Emergency First Aid/Life Saving Techniques 1 


MUST TOTAL 40 HOURS (34 MANDATORY PLUS 6 ADDITIONAL) 

SOURCE: Training CoRUBinee, Inttmadonil Anodation forHealfheveSeciiricyASifeiy, Box 637, Lombard, 

n. 60146. (706) 9S3-0990 
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FIGURE #9 


INTERNATIONAL ASSOCIATION FOR HEALTHCARE SECURTTY 
& SAFETY SUPERVISORY TRAINING PROGRAM RECORD 


SUBJECT 

HOURS 

Iiitroducti(» to StqNSviskm 

1 

Contenqxnaiy Issues in Healthcare 

1 

Siqiervisoiy Responsibilities 

2 

Enqdoyee Relations & Employees ^praisals 

2 

Autbonty and Ctmtnd 

1 

Leadership 

2 

Hamlling fViTnpbMTitg anH ^ievaOttS 

2 

Effective Owmmfftiratir<n!0^4anagptnffnt Slrillg 

2 

Self Inqnovemeat 

1 

Civil liatnli^ and the Supervisor 

1 

Safety 

2 

Budgedng/Cost Control 

1 

Principles of Customer Relations 

1 

Professionalism and Ethics 

1 

TOTAL 

20 


SOURCE: Training Comminee, International Association for Healthcare Security & 

Safety, P.O. Box 637, Lombard, IL 6014fi. (708) 953-0990 
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FIGURE #10 

nnSHNATIOKAL ASSOCUIION FOR HEALIHCMIE 
SECURnY AND SAFETY 
PROFESSIONAL CERTIFICATION 


Desoapdoii & Pinpose 

This credentUlins p r o E r sm Is intended to encourage and assist healdicaie security, safety and risk management 
administratots to continue their professional development through a structured and recognized cettification process. 

The lAHSS credcntialitig program, administered by the International Healthcare Security & Safety Foundation, consists 
of progressive credentialing levels. Qualified candidates are accepted into the credentialing program at the nominee 
level. Nominees pr o g re m to the graduate level m become a Certified Healthcare Protection Administrator (CH.P.A.) 
by successfully passing the ezamination. The third level (fellow) is yet to be developed. 
NOMINEE LEVEL 

The IHSSF will issue a certificate conferring nominee status on an applicant meeting the qualifying criteria. 

EligibiUty 

Applicant mtist be, have been or qualified to be a member of the security/safety risk management administration of a 
he^thcare facility. 

Reqinienients 

Applicant must submit a completed application cleariy documenting the accumulation of tiie required (10) CtediB 
among the four categories list^ bdow. 

GRADUATE LEVEL 

The IHSSF will confer the tide of Ceitified Healthcare Protection Administrator (CHE.A.) on applicants successfully 
completing the graduate ezamination. Persons receiving this certification are authorized to use the designation CitPA 
with their name to attest to this professional credentialing. 

Eligibility 

Candidates for the graduate level exam must first have attained nominee sums. 

Requirement 

Nominees must successfully pass a written ezamination covering four (4) bodies of knowledge (maiugement, security, 
safety/life safety, and risk management). Preparation for the ezamination is achieved by utilizing the study guide 
provided and the references listed dierein. 

Graduate Rrnmina finne 

Ezaminations will be administered at the winter seminar and armual membership meeting of the lAHSS. To arrange 
other ezamirution times contaa the IHSSF. 

Each CHPA is required to re-certify every three years. 


SOURCE: International Association for Healthcare Security and Safety 


26 



165 


Another prominent general security organization, the American Society for 
Industrial Security (ASIS) maintains a management certification program that would 
also reflect the competency of a security manager. This designation is called 
Certified Protection Professional (CPP). Administration should encourage and 
reward hospital security managers wdio attain these cerdfications. Each indicates 
a level of professional accomplishment. Since the CHPA and CPP require initial 
testing and periodic re-certification, they also demonstrate crmtinued commitment 
to the field. 

Private companies have developed training programs aimed specifically at 
healthcare security. Communicorp, based out of Chicago, Illinois, has produced a 
number of videotapes that assist the patrol officers, supervisors and managers with 
their duties. The Private Security Television Network (PSTN), based out of 
Carrollton, Texas, has recently created a unique training program designated as their 
Healthcare Edition. The monthly programs are "viewer driven" as quoted by William 
Jackson, President of PSTN. Subscribers to PSTN receive two videos each month. 
The first video, ProPorce, is a continuing education program broken into 1/2 hour 
segments. This video section also has a corresponding student test to verify the 
proficiency of the student, as well as serving as documentation of the training. The 
second video. Security Works, contains timely information for supervisory and 
management petsoimel on legal issues, technology advances and current issues 
associated with healthcare and relevant security activities. 

STAFFING METHODOLOGIES 

The number of security petsoimel necessary to provide adequate security is 
often discussed in courtrooms hearing litigation for "inadeqtiate security." 
Numerous people have attempted to quantify this issue based upon bed size, square 
footage, acreage, number of employees, number of patient days, location of the 
hospital, and other parameters. Because of the unique relationship Hospital Shared 
Services of Colorado has with the shareholder hospitals it services, it is possible to 
compare various data as it relates to staffing. Even with the ability to compare this 
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data, no significant conclusions can be detennined; however, this information is 
useful for discussion purposes at each particular hospital at budget preparation time 
See Figure #11 page 29. 

Realistically, the pr oper number of security personnel should be based on the 
results of a risk assessment and a rev iew of services rendered. The assessment 
should include such factors as the type and location of the hospital, the crime rate 
of the surrounding area, the frequency and severity of past incidents in or near the 
hospital, local and community standards, the function and responsibilities assigned 
to the department, as well as the size and complexity of the healthcare services 
rendered. The development of a security program necessitates a full review of these 
factors and a periodic review to see if there have been changes that affect the 
number of personnel required to perform the assigned tasks. However, more is not 
necessarily better. Staffing levels can be adjusted upward with the expansion of a 
new facility or downward if electronic devices are installed to handle some specific 
tasks. In some cases, security personnel have been assigned numerous andllaty 
service duties due to the lack of serious security incidents. This may mean that the 
original security functions are no longer being performed completly. A periodic 
review will allow for analysis of the continuing adequacy of security staffing. 

The size and conq>lexity of a hospital obviously has a beating on the number 
of personnel and scope of the security operation. The times of coverage and the 
number of personnel assigned can only be determined after a thorough review is 
performed. Administrators may want to consider an outside consultant for this 
purpose. Many of these consultants would be the same persons reviewing the 
security program if litigation were to occur. This objective, outside view can help 
determine the risk potential under the cuirent staffing plan and make sq>proptiate 
recommendations in advance of a major incident and/or litigation. 


28 












168 


In most proprietaiy security programs, the security personnel earn wages 
somewhat above entry-level employees. Many contract sectirity agencies often pay 
their security officers at or slightly above minimum vrage. In some institutions, this 
may be appn^riate, and in others unacceptable, based upon the scope of the 
security operation responsibility. 

SECURITY MODELS 

Hospital security is being performed in a number of different ways 
throu^out the United States. These include proprietaiy, contractual, off-duty law 
enforcement, and shared services security operations. Figure #12 page 31 offers 
some potential advantages and disadvantages often associated with proprietaiy, 
contract and law enforcement models. 

Proprietary programs give the hospital direct selection and supervision of the 
employees. This usually results in adequate training, supervision, quality control, 
and direct participation in hospital activities. On the negative side, this often results 
in high and escalating costs for wages and benefits. In addition to these obvious 
costs, in-house programs lose sight of the hidden costs such as extra insurance costs, 
recruiting, and training vriiich are paid through other cost centers. An examination 
of the total costs for a proprietaiy program range from 40-100 percent over the 
actual wage, see Figure #13 on page 32. In some cases, it may also be difficult to 
terminate sub-standard officers. The cost effectiveness of a high paid security 
management staff may also be questioned at small to medium sized fodlities. 

Contract security programs are usually less eiqiensive than an in-house 
program since the contractor is responsible for all wages, benefits, insurance, and 
overhead. In many cases the wages and benefits are not based on a hospital scale 
and are substantially less. The hospital can calculate a fixed annual budget for the 
program. Also the personnel burden remains with the contractor, meaning the 
hospital can demand a replacement for marginal or inadequate officers without 
liability. 
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Hoi^tal Sh*r«d Servicet of Colorado 
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FIGURE #13 


The Total Costs for In-Hoase Securitv Programs 


Payroll 

Wages 

Shift Differential 
Training 
Holiday Leave 
Paid Time Off 
Extended Illness 
Funeral Leave 
Jury Duty 
Overtime 
On-call 


Benefits 

FICA 

Pension 

Health 

Workmen’s Compensation 
Unemployment Insurance 
Life Insu^ce 
Dental Instiiance 
\fision Insurance 


Non-Pavroll 


Related Expenses 


Reports, Forms, 

Crime Prevention Materials 
Uniforms 
Licensing 
Printing 

Training Materials 

Depreciation of Equipment 

Postage 

Office Supplies 

Office Space 

Utilities 

Telephones 


Investigations 

Crime Prevention Programs 
Liability Insurance 
Recruiting Expense 
Cost of Payroll E3q>ense Checks 
Supervisory Support 

Possible Over-Staffing to Avoid Overtime 
Liability Etqtosure of Short Staff to Avoid 
Overtime 

Interview and Selection Time 
Possible Unionization 


Source: Fredrick G. Roll 
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On the downside, contract agencies often pay low wages and benefits which 
may attract low-quality personnel. There is often inadequate supervision, and the 
ofiicers may sufier ftom low morale and confusion over knowing their actual 
employer. There is often hi^ turnover which can result in a lack of proper 
training. These officers may rotate from hospitals to industrial contracts and have 
less of a commitment or desire to work in the hospital environment. Most contract 
agencies lack hospital specific expertise. 

The Hallcrest Report II addresses proprietary versus contract employment in 
the security field. It states, "The Hallcrest research staff predicts that employment 
in proprietary security will experience as substantial reduction over the next 10 
years; armual growth will average out to be negative 1^ the end of the decade. 
Employment in the contract service...will continue to be robust, averagitig three 
times the rate of growth of the total national work force 1.2 percent".* 

Some organizations have found that a combination of proprietary supervisors 
and key persotmel supplemented widi contract persotmel to be cost effective in 
providing security for a healthcare facility. This can, however, still have some of 
the difficulties outlined in the contractual area ^ce the actual loyalty of the 
security officers may be questionable. 

The number of off-duty police officers providing hospital seciuity functions 
continues to decline, except in some specific applications. The presence of a law 
enforcement officer was once considered a plus by many hospital administrators. 
These officers have law enforcement training and present a strong sense of security 
to most of the public. They are also vested with the authority to make certain 
arrests when a security officer could not. 

Using off-duty police officers, however, has several negative components. In 
some cases, law enforcement officers are not willing to perform the vast number and 
assortment of security functions necessary to provide a full-service security 
operation. Secondly, off-duty law enforcement persotmel have an obligation to their 
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oath of o£Sce to act in their sw(»n cq>acity when they observe violations of the law. 
The actions they take may not always be in die best interest of the hospital In 
some instances, however, it may be necessaty to use these sworn personnel for 
specific fimcdons such as directing traffic on a dty street which can not be done by 
non-law-enforcement peisonnel. This is often veiy eiqiensive and it is not 
uncommon for one police officer to cost twice as much as a security officer. When 
used in conjunction with security personnel, this can also create a significant morale 
issue once the differences in wages and responsibilities are identified. 

Another security staffing concept gaining popularity is the shared service, co- 
op or hybrid model. Under this plan, more than one hospital or groups of hospitals 
share the various components of a hospital security program that th^ could not 
afford independendy. The costs of a quality hospital security administrator, 
managers, supervisors, investigators, communication center, and equipment are 
funded based upon the size, scope, and usage of each member hospital. Since this 
is a specific hospital security program, the enhanced expertise in the ho^ital field 
can be realized. Because the hospitals govern the program, usually throu{di 
representatives or board members, they have a direct method of control and develop 
quality similar to an in-house program, but without the higher costs since the wages 
and benefits are outside of the direct hospital scale. 

On the down side of this concept, each hospital must give up a certain 
amount of autonomy for the overall good of the program. If developed properly, 
this program operates in the same matmer as shared purchasing, linen or other 
shared programs. 

In any of the models, strong consideration should be given to the use of pan- 
time personnel. By developing a mix of both full-time and pan-time personnel, 
adequate and flexible coverage can be main tained while minimizing the tise of 
overtime. Also, pan-time employees ate usually on a different, less expensive 
benefit package. Since many programs are on a restricted or limited overtime basis, 
this also lends itself to maintaining minimum staffing levels at all times. This is 
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extremdy important in inadequate security litigation cases. In other words, if an 
incident occurs ^len short staffed, the excuse of not being able to use overtime can 
be devastating when a judgment is awarded. The mix would, of course, vary based 
on the size and complexity of the security program at the particular facility. 

In some hospitals, the security personnel have become commissioned law 
enforcement officers or special police officers. The officers have the capability of 
enforcing parking regulations under a municipal ordinance but do not have full 
police powers. Some hospitals, however, do have full police authority vriiich would 
allow the security personnel to enforce laws with the same authority as the local 
law enforcement officers on their property. This can, in some instances, create 
complications in determining what is an administrative action verses a legal action. 
There may also be a question as to who holds the final authority in a situation; the 
chief of police or agency granting the authority or the chief executive of the 
hospital. 

Although some administrators believe commissioned authority is advanta- 
geous, officers immediately become bound by the Fourth, Fifth, Sixth and 
Fourteenth Amendment of the Constitution vriiich contain a substantial amount of 
guidelines and bureaucratic complexities. Since most security operations act under 
the same authority as a private citizen their responsibilities vary dramatically. In 
Private Security and the Law Charies P. Nemeth states, "In simple terms, private 
security (which includes non-commission proprietary departments) can arrest with 
the same rights, reservations, liabilities, and obligations that a private citizen may. 
Secondly, private security practitioners are not governed or restricted by the 
language and interpretations of the Fourth, Fifth, Sixth and Founeenth Amendments 
of the United States Constitution. This has given rise to greater flexibility and 
freedom in surveillance, search, apprehension and detection of evidence and its 
eventual admissibility.”^ (The Fourth Amendment deak with unreasonable search 
and seizure. The Fifth Amendment deals with a person’s rights against self 
incrimination. The Sixth Amendment deals with a person’s rights to a speedy trial, 
right to counsel and to confront accusers. The Fourteenth Amendment incorporates 
the equal protection clauses of the Constitution into state actions.) 
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This is in no way intended to infer that private/piopiietaiy security personnel 
should not at all times be cognizant of an individual’s rights- It does, however, 
allow for mote flexible perimeters and more admimstradve intervention from the 
healthcare facility as to the control of incidents that occur within their scope. Law 
enforcement petsonnel can always be summoned as necessary. 

SECURITY EQUIPMENT 

In the area of equipment, numerous systems and components are available 
to enhance a hospital security program. It is important to remember to correctly 
balance between security devices and personnel. This is discussed in detail in the 
integrated security section. 

A two-way radio is often referred to as the most valuable piece of equipment 
a security officer can have. A two-way radio allows officers to maintain continuous 
communication while moving about their patrol areas. They can be directly 
summoned to situations as well as seek assistance themselves, as necessary. 
Communication systems vary tremendously including paging, alarm and telephone 
interface, multiple frequency radios, various sized radio units, cellular phones and 
mobil or hand-held radio units. Once the spedflc purpose and function is defined, 
manufacturer representatives can submit proposals to meet the needs of the 
healthcare facility. 

Uniforms allow the security personnel to project an appropriate image to the 
public. Traditional police style uniforms continue to be the most popular, with 
some facilities adopting blazers. Many of the larger institutions use a combination 
of the two, with outside persotmel using the full uniform to provide a strong, highly 
visible deterrent effect, while inside officers wear blazers to provide a "soft image." 
The best uniform for a specific hospital is one that meets the overall mission of the 
department and the facility. 
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The type of protective equipment issued to security personnel should be 
based on the hospitaTs philosophy. Equipment could include a nigdttstick or baton, 
handcuffs, chemical gases, electronic stunning devices, or firearms. 

The administration of the hospital must evaluate the security risk and decide 
if, and what type of, weapons should be utilized by security personnel. The 
institution must decide if it is more or less of a risk for the security officers to carry 
weapons. In some institutions, the security persotmel have been unarmed until 
there was a significant problem. Some have remained armed until there was a 
problem involving the weapon, then disarmed. 

There appears to be a broad national trend toward disarming security 
personnel, including those in healthcare settings. The current overall sense seems 
to be that the carrying of a firearm can be a greater liability than not carrying one. 
However, in some facilities, weapons may be essential. 

The Hallcrest Report If suggests, 'Vfith few exceptions, the 1989-1990 field 
and focus group interviews with security practitioners revealed agreement that the 
trend toward unarmed security personnel will continue in the future. By the year 
2000, the Hallcrest staff projects that not more than 5 percent of private security 
operational persotmel will be armed (firearms)."* 

At Hospital Shared Services of Colorado, which provides security coverage 
for over 40 healthcare-related facilities, the percentage of armed personnel continues 
to decline. As an example, in some multiple officer facilities where all of the 
security petsoimel at a fodlity were once armed, the revised model calls for only 
one officer to cany a firearm. This allows for better control, yet quick response if 
an armed officer is required. 

In any event, the use of firearms, electric stunning devices, chemical gases, 
batons, and other devices, requite complete and documented initial and continued 
training by competent persotmel. The improper use of any weapon will immediately 
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result in potential litigation. The training course, instructor, and proficiency of the 
user will be under close scrutiny. Proper records and docurnentation of all training 
is essential. 

Training is also an extremely important element in other areas of the security 
officer’s responsibilities such as human relations, dealing with combative patients, 
intoxicated visitors, and illegal paridng by staff and visitors. Security specific 
training in conjunction with the hospital’s specific training needs will allow the 
sectirity officer to understand the overall aspects of their position in the unique 
healthcare setting. Training requirements for weapons, especially firearms, require 
specific in-depth training programs. These may also be governed by rules, 
regulations and laws established by local or state ordinances. 

SECURITY DEVICES 

Some basic security devices require constant consideration in the healthcare 
system. These include proper lighting, fences and barriers, and locking devices. 
These conq>onents must be assessed regularly to assure they are providing the basis 
of a sound physical security progratiL Failure to maintain these items propeily can 
in some case result in greater litigation damages since improper equipment 
demonstrates that the facility had knowledge of the need for these devices. 

Crime Prevention Through Environmental Design (CPTED) is another 
component of an overall security program. CPTED is a means of reducing crime and 
the fear of crime through a positive interaction of huttum behavior and the physical 
envirorunent. This concept allows for the integration of a number of physical, 
psychological and manpower components to aid in the overall security effort. 

Electronic security systems are becoming an integral part of the overall 
healthcare security program. These include closed-drctiit television (CCTV), video 
recorders, electric locks, card control access systems, alarms identification systems, 
computer systems and robotics. These systems can be utilized independently or be 
integrated into security packages. The greatest advantage of these electronic 
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security systems is to augment the overall security program. This program consists 
of sound physical security (i.e. locks, fences, lighting) and adequate security 
personnel both in number and quality. When properly blended, electronic security 
can allow a single security officer at a stationary position to monitor and control a 
number of access points and vulnerable areas of a facility. Combined with alarm 
monitoring, telephone and radio cotnmtmications can facilitate a cost-effective 
position in the security program. 

Some caution, however, needs to be considered in the area of electronic 
security. Dummy or simulation CCTV cameras have led to successful litigation 
against hospitals because victims have construed that there was a higher security 
level than was actually present. Litigation has also been successful when live 
cameras were not monitored or had become inoperative. The use of electronic 
security devices mandates careful initial financial consideration, a regular review of 
the intent and purpose for the installation, and a sound maintenance program. 

Healthcare facilities should consider developing a statement that indicates 
that these systems are an augmentation and be prepared to prove that if they fail 
or are out of order that there is still an adequate security program. 
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IV. INTEGRATED APPROACH TO HEALTHCARE SECURTIY 

Astute healthcare security managers must clearly identiiy how their 
department inteifaces with the organization, what services must be provided and 
what is the most cost-effective method to maintain a safe and sectire environment. 
Security managers must develop and understand the level of administrative 
commitment for the security program. They must clearly know their responsibilities 
and authority and be prepared to meet the overall mission of the healthcare facility. 

Since healthcare facilities are unique to many businesses, the security 
manager or person responsible for security must identify and assess the threat levels 
to the facility. This is especially important in light of the increased national trend 
in criminal activity and the epidemic level of increases in litigation for inadequate 
security. There is also a competitive nature among facilities to provide a safe 
environment to market their programs effectively to the patients as well as for 
recruitment of staff. 

Healthcare facilities have numerous potential property loss vulnerabilities 
such as food supplies, drugs and narcotics, office equipment, and computers. 
Hospitals have thousands of items, either on-hand or in storage, that can be used 
in other businesses or at home. Because most facilities operate 24 hours per day, 
there are also unique vulnerabilities present for the patients, staff and visitors unless 
appropriate safeguards are established and implemented. 

Persons responsible for healthcare security must work with the administration 
and each and every department of the healthcare facility to establish a firm 
commitment of support. Once established, the security manage can work with the 
various departments and individuals to identify specific risks and take appropriate 
preventive steps to avoid losses and injiuies. These would include accountability 
of equipment, protection of high-risk patients, proper screening and selection of 
employees, adequate orientation and training of all employees regarding their 
involvement and responsibility for the security of the facility, the specifics of 
security rules and regulations as well as a guide for disciplinary action and 
enforcement. 
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Each healthcare facility must identify how the security function will operate. 
Very small facilities may not have specific security personnel, but must identify and 
develop a security program. In other words, they must develop mechanisms using 
available resources to address security issues. Very large organizations may have 
a director or administrative petsoimel nituiing their security programs with over a 
hundred security officers. The majority, however, fall somewhere in between. 

In order to maximize the overall effectiveness of the security effort, many 
departments are utilizing physical and electronic measures. These measures, when 
integrated with security officers, can provide a more comprehensive security 
program. 

In too many instances the security aspects of a project under construction or 
a facility being renovated are reviewed after the work is complete or after security 
problems have developed. Security considerations must play an active role in 
plarming all projects. Often security is viewed as being on the opposite end of the 
specmun ftom convenience. In other words, a well fortified campus with fences, 
gates, locks and multiple barriers may be great security devices, however, create a 
great deal of inconvenience for the users. 

Healthcare facilities are usually marketed as remaining open 24 hours per 
day, available to the public and ftiendly places for people to come. "Open visitation" 
can become a security manager’s nightmare. The ability to design and implement 
adequate security measures with minimal inconvenience starts during the planning 
stage of construction and renovation. Persons responsible for security nmnagement 
or security consultants should be asked for their input at the plaruiing and design 
stage. Installation of systems at the time of construction is less costly than change 
orders or retrofit. In many cases, it may be possible to at least pull extra wire 
which will allow for the installation of futiue security devices in a more cost- 
effective matmer. 
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Comprehensive protection can best be provided by developing a series of 
multi-bairier protective devices. The overall protective system is usually defined as 
a series of protective rings. These rings consist of a perimeter ring which is at the 
outer most portion of the property, the secondary ring is usually the perimeter of 
the building, and the irmer ring which is usually the interior or the area irmnediately 
in proxitnity of the object to be protected. Given today’s technology for sources of 
protection, it is now possible through physical, electronic and computer 
enhancements to aid security persotmel with the assigned task of providing 
protection to petsons as well as assets. 

OUTER PERIMETER RING (GROUNDS! 

The perimeter of a facility can be protected in a number of methods. These 
typically include barriers which can be either natural or man-made. Natural barriers 
include lakes, rivers, mountains, heavy thick bushes. Man-made barriers usually 
deal with fencing. Fencing at a minimum wiU usually put people on notice that the 
occupants have clearly delineated that this property is off limits. This may or may 
not also include signage which is considered as a passive device to clarify this 
position. 

To augment perimeter protection there are a number of alarm techniques 
available. These include fence vibration alarms, fence disturbance alarms, electronic 
capacitance sensors, pressure sensitive sensors, motion detectors, photoelectric 
beams, microwave sensors, heat sensors, all of wdiich can be the sensing device for 
an alarm system. Alarm systems traditionally consist of a sensor, a transmission 
device and an armundator. The sensor detects a change, the transmission device 
is the medium that communicates to the annimdator which reads and assimilates 
the information recdved. 

MIDDLE PERIMETER RING fBUlLDINGl 

In order to protect a building’s perimeter effectively security persotmel must 
remember all sides of a building have a certain vulnerability to attack: Doors, 
windows, and openings are always vulnerable, but in addition walls, ceilings, floors 
and roofe need to be considered as possible means of access. 
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A number of alarm devices are available to address these various 
vulnerabilities of an attack. These devices include contacts on doors and windows, 
foil and glass break sensors for windows, and vibration alarms. 

INNER PERIMETER RING fOBJECTl 

Once inside pressure sensitive devices, photoelectric, motion detection, heat 
sensors, sound detection, wall vibration, microwave, capacitance sensors, and other 
devices can be used to detect intruders. Many of these devices can be utilized in 
dual capacity that work together as a check and balance to negate folse alarms. 
They also work together to identify intrusitm if one of the two systems ate defeated. 

All three areas can be monitored by various types of standard alarm systems. 
Standard enhancements to the protection of these areas can be accomplished by 
providing adequate lighting, locks and keys, environmental security design features, 
duress buttons, security patrols, closed circuit television systems, fostening locking 
devices to articles, electronic locking devices. 

ALARM DEVICES 

As technology continues to develop many alarm devices are taking on 
computer enhancements which have the capability of poling the various sensing 
devices on a regular basis and immediately registering either an alarm, if activated, 
or registering a trouble alarm if no response is received. Conqtuters or microproces- 
sors have the ability to measure both the existing conditions and changes. Throu^ 
programming, perimeters or tolerances can be established for the sensing devices to 
meastne. This can help reduce the number of false alarms which continues to be 
one of the greatest problems in the alarm industry. 

Current computerized alarm software packages can stand alone or be a 
component of a card-control access system. Computerized software packages allow 
for the monitoring of thousands of alarm points, automatic display capabilities, 
automatic arming and disarming of systems, time control windows, alarm review of 
priority, systems reports, automatic telephone notification as programmed. One of 
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the greatest advantages to the computerized alann enhancement is that numerous 
manual tasks that formerly required operator action and intervention can now be 
handled by the computer. 

ACCESS CONTROL fCARDSl 

Card-control access evolved from a card and manual punch technology in the 
1950s, to the current status of computer and software enhanced systems with 
various methods of validating and authorizing access. Whether the system is what 
we consider today a simple card system or a more sophisticated biometrics device, 
the heart of the system is computer based. Card access systems require an encoding 
device, a reader, a locking mechanism, and a processor. The sensor extracts the 
information from the card and the reader translates the information via a code. The 
information is transmitted to the computer for comparison against the programmed 
data authorized and stored. Based upon the ptograituning, access is either granted 
or denied. There are also numerous variations of the actions taken by different 
systems but virtually all record the transactions for documentation purposes. Most 
systems also have alarming capability from unauthorized card usage to standard 
alarm monitoring. 

Card technology consists of magnetic cards (magnetic coding), Weigand cards 
(coded magnetic wires), magnetic dot cards (coded magnetic dots), optical cards 
(coded light patterns), and proximity cards (coded radio frequencies). These cards 
are designed to interface with spedfrc card readers. 

Smart cards contain a micro processor and coded memory. This allows the 
card to have personal identification codes. These systems operate from either 
random access memory (RAM) or read only memory (ROM). Also they work otdy 
in conjunction with smart readers thus raising the cost of these advanced systems. 

ACCESS CONTROL (BIOMETRICS) 

Comparisons of physical characteristics is the basis for biometric access 
control. This is defined in James Arlin Cooper's book Computer and 
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r-nmmunicarions Security as follows; "There are currently seven relatively successful 
biometrics techniques in use. These ate: 


1. 

Signature recognition... 

2. 

Fingerprint recognition... 

3. 

Palmprint recognition... 

4. 

Hand-geometry recognition... 

5. 

Voice print recognition... 

6 . 

Eye retina pattern recognidoa.. 

7. 

Typing rhythm recognition..."* 


The basis for these biometrics systems is the comparison of the data being; 
read with the data stored in the computer data bank. The software package after 
comparison either allows or denies access. 

CLPSsp- q R cyr r TEiEv igiQ N ccc iv) 

Qosed-drcuit television has been a basic security device for a number of 
years. A basic CCTV system consists of a lens, camera, transmission mediunt, and 
a monitor. Variations to the basic system include, housings, pan dlt and zoom 
mechanisms, switchers, quad screens, digital screens, scanning devices, loping - 
bridging devices, motion detectors, time lapse video recorders. 

Gjmputer enhanced CCTV systems are now in use on a faMy widespread 
basis. Some systems utilize MS-DOS operating software to integrate the various 
systems and conqmnents found in complex CCTV systems. ^ programming the 
operator can pre-set the sequencing of the various monitors, by pass when desired 
and manage multiple cameras and associated devices. In one system a camera is 
focused on a specific heavily-used exit. The adjacent stairway however, is protected 
via a motion detector which, wdien activated, allows the computer to direct the 
camera to pan, tilt and refocus the camera to view the exit, record as well as alert 
the dispatcher, via an alarm. 
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Compressed video imaging continues to become refined. These sjrstems allow 
for transmission via telephone lines thus eliminating the costly requirement of 
coaxial cable, fiber optics and the heavy expense of installation. Radio Frequency 
(RF) or wireless systems are also available to negate installation costs, however, are 
they initially expensive. These do have tremendous applications in covert situations. 

OTHER COMPUTERIZED SECURITY SYgTEMS 

In addition to the above mentioned systems, coiiq>uters can also be used to 
lock and unlock doors on pre-program schedules electronically without a physical 
response fiom security personnel. Computerized guard patrol or watch patrol 
systems can specify the exact tour a guard should take. The tom- can be tracked and 
verified. If the proper rounds are not met, the computer can notify the operator 
with an alarm that the perimeters of the checks are not being met or that the guard 
may be in need of assistance. Event messages can also be sent to the stations to 
provide the security officer with specific guard directions. 

Electronic mail can be used as a security device in certain circumstances. 
Breaches in security, suspicious person descriptions and security incident notification 
can be sent over the "E-mail" system to the "need to know" people vrithout 
unnecessarily notifying or alerting others or the public. 

Photo identification systems are now becoming computerized using digital 
imaging devices. With these systems it is possible to capture and store images, 
signatures and vital data on employees and have instant recall. These systems are 
valuable for comparative recognition and allow for the creation of a replacement 
card without the employee being present. 

INTEGRATED COMPUTER SYSTEMS 

Various security devices can be computer enhanced so that their individual 
capabilities can be mote effective. The greatest benefit to computer enhancement 
is the ability to integrate and interfece the various security components to maximize 
the overall security program. This allows for more than one component to work in 
concert with other devices and provide a more comprehensive system. 
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The possibility exists to integrate a number of independent systems in a 
facility including security, safety, and maintenance. From a security-related 
perspective alarms, CCTV, access control, guard tour, and photo imaging are capable 
of being interfaced with the appropriate central processing unit and software 
programs. Some security professionals are not totally comfortable with a total 
integration and feel this is "putting all of your eggs in one basket." Many prefer 
partial integration and partial separation. However, as the reliability and comfort 
level increases more integration and consolidation will develop. The capabilities of 
a single person (or mote in large operations) at one central control point are greatly 
enhanced when he or she can monitor alarms, CCTV, guard tours, intercoms, 
identification systems. As these responsibilities become greater and more complex, 
computer enhancement is essential. 

Artificial intelligence is also now available which allows, through computer 
based software, options and directions for the operator to take in the event that 
various drctunstances occur to assist in assuring a successful! outcome to the 
incident. The computer can also be programmed so that more normal types of 
activities can automatically be handled by the computer without operator 
intervention. 

In any case, the healthcare facility that utilizes electronic components to 
enhance its security program should consider developing a statement of purpose 
defining the scope of the system(s). In other words, it should be clear that the 
system(s) augment the overall security program in advance of an adverse incident 
in which it could be construed that these system(s) provided a foolproof or 
guaranteed security program. 

It is also extremely important to develop a preventative maintenance plan 
and service agreement to insiue that the system is functioning at all times. 
Electronic and computer systems that do not function as designed or are not 
properly maintained, may from a litigation sense, be potentially more damaging 
than no system. 
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Security can be enhanced in a healthcare fedlity in a number of ways but 
must be aware of existing vulnerabilities and explore how they can be addressed. 
The security program can include a number of pl^rsical artd electronic components, 
however, a predetermined appropriate response by persons re^nsible for security 
is necessary to provide for a conqrrehensive, integrated security system. 
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V. RISK ASSESSMENT 

For healthcare security managers to assess their unique security needs, they 
must first define what they are attempting to protea. The patient, staff, visitors, 
physical assets, the institution’s name, are usually vital areas of concern. Although 
each facility may list their priorities diffetently, most will probably agree with the 
patient being first. 

Once the overall assets and other areas of concern are identified, the next 
step is to determine the potential threats that may exist which can create an adverse 
effea on the organixation. As previously discussed, the International Association 
for Healthcare Security and Safety has conduaed surveys of member healthcare 
facilities to determine what crimes and to what extent, occur throughout the United 
States and Canada. All reporting hospitals have indicated that they had various 
levels of crime occur on their property regardless of whether they were irmer-dty, 
urban or rural. This along with the fact that healthcare facilities do not operate in 
a vacuum, as crime continues to exist throughout society, should place healthcare 
security managers and administrators on notice that security threats and incidents 
do exist and occur. 

Next an identification of the vulnerabilities must be conduaed. This will 
allow the appropriate persons at the healthcare facility to make the appropriate 
action plans to address these vulnerabilities or, if they so choose, consider what 
risks they are willing to take in lieu of the changes. 

After the assessment of what is to be protected, addressing what the threats 
exist and either how to develop action plans to address the vulnerabilities or what 
risk they are willing to take, a monitoring process needs to take place. This process 
should be conduaed on a regular basis possibly every six months or at least once 
a year to assure a safe and secure environment. In the event of significant changes 
either to the types of patients seen (possibly adding a psychiatric unit), or major 
additions to the facility, you may choose to conduct another total assessment to 
determine how these changes rhay impact the overall security program. 
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Assessments or risk analysis should be conducted for a variety of reasons. 
In his book Effective Security Management. Second Edition, Qiarles Sennewald 
states, "The eventual goal of risk analysis is to strike an economic balance between 
the impact of risk on the enterprise and the cost of protective measures. A properly 
performed risk analysis has many benefits, a few of which are: 

• The analysis will show the current security posture (profile) of the 
organization. 

• It will highlight areas where greater (or lesser) security is needed. 

• It will help to assemble some of the facts needed for the development 
and justirication of cost effective countermeasures (safeguards). 

• It will serve to increase security awareness by assessing the strengths 
and weaknesses of the security to all organizational levels from 
management to operations."'* 

When it is determined that a risk analysis or a security survey should be 
conducted Richard Post and Arthur Kingsbury suggest in their book. Security 
Administration. "An understanding of the planning process prior to and during a 
stuvey is essential for success. Consequently, general management plaiming 
processes should be considered in preparing a workable survey instrument. The 
traditional steps in planning include: 


1) 

Recognizitig a need 

2) 

Stating objectives 

3) 

Gathering significant/relevant data 

4) 

Developing alternatives 

5) 

Preparing a course of action 

6) 

Analyzing the plan 

7) 

Reviewing the plan 

8) 

Implementing the plan"" 


Note: This writer would add a ninth step: Monitor the plan for improvement. 
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At this point a security manager or administrator mi^t question whether such 
a process is worth the time and effort. In Avoiding Liability In Pr emises Security, 
a case called Thomas C. Roettger and Diane D. Roettger v. United Hospitals of St. 
Paul, Inc. is discussed. This case deals with an assault on Diane Roettger while she 
vras hospitalized an individual named Charles Brown. Brown was a trespasser 
and had been loitering in the hospital on at least three other occasions. Diane 
Roettger was awarded $300,000 and her husband, Thomas $22,500 in the case. 
The important significance to this case can be summarized in the commentary: 

This case once again illustrates the need for continuing assessment and 
reassessment of the security needs of a particular business or 
enterprise. When one or more individuals has been found to breach 
the existing security measures, then that in and of itself should give 
rise to a reevaluadon of the effectiveness of the security measures 
being utilized. Repeated breaches should alert security personnel (or 
peisons responsible for security) that the measures being employed are 
insufficient and irtunediate steps should be taken to in order to prevent 
future breaches of security...** 

JOINT COMMISSION FOR ACCREDITATION OF HEALTHCARE ORGANIZATIONS 
Another reason for healthcare facilities to conduct security risk assessments is to 
maintain accreditation. The Joint Commission for Accreditation of Healthcare 
Organizations (JCAHO) is an accreditation body that allows for voluntary 
inspections of healthcare facilities to review standards/guidelines compliance. In the 
past ten years there has been a variety of changes in the way security has been 
reviewed as part of this process. These changes have evolved to the current level, 
which many feel is inadequate in terms of security specific standards, however, 
interpretations can be made of the existing standards/guidelines to develop effective 
healthcare security programs. 
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The history of JCAHO is described by Russell L. Colling in his third edition of 
Hospital Security . Mr. Colling stated that the beginning of the organization can be 
traced to the American College of Surgeons in 1917 with the formal beginning of 
the Commission in 1951. The current structure was formulated in 1979. At that 
time the organization was known as the Joint Commission on Accreditation of 
Hospitals (JCAH). 

Although there has been numerous changes in the Joint Commission over the 
years, two recent changes are notably significant. In August of 1987 the name of 
the organization was changed to the Joint Commission for Accreditation of 
Healthcare Organizations to demonstrate the expanded role of healthcare 
organizations over hospitals. A second major change which became effective in 
1988 was the development of the KIPS scoring process. KIPS stands for key items, 
probes and scoring and is described in the 1991 Accreditation Manual, imder the 
Plant Technology and Safety Marmgement (PTSM) section, as: 

The key items, probes and scoring (KIPS) document outlines the process that 
the Joint Commission will use to evaluate compliance with the safety 
management standard. It is important to note that the process is interactive. 

It is designed to involve any appropriate staff member in the survey process 
to evaluate how well information has been transmitted and retained. Such an 
approach assumes that the development and transmission of information about 
the environment is a key function of management. Transmission of 
information, coupled with astute analysis and measurement of change, is 
assumed to stimulate the continuous improvement of the management of the 
care envirotunent.'* 

KIPS utilizes the key items as the key foctors in the accreditation process. The 
probes then become the questions that are asked to identify if the key items ate in 
fact addressed and the scoring is just that, a method of judging the level of 
compliance. 
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In the area of security there have also been a number of significant changes. For 
example, ten years ago the 1982 Accreditation Manual for Hospitals listed specific 
guidelines regarding security. Although brief they did list some basic conqwnents 
that hospitals should consider. At the time these guidelines were a component of 
the Functional Safety and Sanitation section of the Accreditation Manual for 
Hospitals; 

Securitv t Measures shall be taken to provide security for patients, personnel, 
and the public, consistent with the conditions and risks inherent in the 
hospital’s location. When used, these measures shall be uniformly applied. 
Based on administrative decision, these measures may include, but are not 
necessarily limited to, the following: 

• Efiective screening and observation of new employees. 

• Identification badges for all hospital personnel. 

• Exit/entty control, including good lighting. 

• Intemal traffic control, including the use of visitor passes. 

• A written plan for managing bomb threats or dvil disturbances. 

This plan should be coordinated with, and may be a part of, 
the hospital’s intemal disaster and evacuation pUm. 

• Use of security guards. 

• Package control, to deter theft and to prevent introduction of 
unauthorized items. 

• Well-lighted walkways and employee and visitor parking areas. 

• Use of surveillance equipment such as visual monitors (mirrors 
and closed-circuit television) and alarm systems. 

• Management of prisoner-patients as required.’* 

Under this format you will note that this particular approach allows for a great 
deal of latitude and interpretation in evaluating the security programs in hospitals. 
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In the mid 1980’s the Commission dropped the specific guidelines for security as 
the manual began to be used more for self assessment purposes. The material 
began to address security as part of safety management as the PTSM section became 
a stronger component of this overall survey process. In 1986, for example, the 
guidelines were reduced to ''PL3.1.7 a program that is designed to protect human 
and capital resources and that is consistent with the conditions and risks inherent 
in the facility."’* 

Members of the International Association for Hospital Security (lAHS) [note the 
name was change to the International Association for Healthcare Security and Safety 
(lAHSS) in 1989] made an attempt to have the Joint Commission adopt specific 
security standards in 1987. Unfommately the e:q>ectations of lAHS fell short of 
being adopted. This was described in the September 1988 issue of Hospital Security 
and Safety Management : 

The lAHS submitted guidelines, only to have them deleted by a committee of 
the Joint Commission, which considered the material "too prescriptive," says 
Ode Keil. Director of Plant and Technology Management. Even the one 
statement on security that had existed in the Joint Commission’s accreditation 
manual is no longer there. 

PL.19.1 1, no longer included, read: "There are security measures for patients, 
persormel and the public consistent with the conditions and risks inherent in 
the location of the hospital." But the updated PL. 1.3.2 calls only for "a risk- 
assessment program," which Keil says includes security. 

Tt doesn’t say security program. That’s implied," says David Bushelle, 
Assistant Director of Corporate Relations for JCAHO. 'It’s just common sense 
for people charged with safety responsibilities to be aware of individual 
security needs of their organizations."’* 
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Another reason for conducting security assess m ents is outlined in the 1992 Joint 
Commission of Healthcare Organizations, Arrr>Hitiitinn f/|aniial for Hospitals Volume 
n Scoring Guidelines: 

(PL.1.2.2 a risk-assessment program that evaluates the impact on 
patient care and safety of the buildings, grounds, equipment, 
occupants, and internal physical systems; 

PROBES is there a risk-assessment program that includes: 

a. a security program that addresses omcems regarding 
patients, visitors, persotmel, aisd property? 

b. repotting to the safety committee, at least quarterly, 
security incidents involving emplc^ees/patients? and, 

c. reporting to appropriate individuals, at least quaneriy, 
the safety cormnittee’s conclusions, recotmnendations, 
actions taken, and monitored effectiveness of actions 
taken? 

NOTE: The security ptogam also includes twlides and procedures for 
appronriatelv identifvine all patients, hospital staff, and visitors.*^ 

In April of 1992 the JCAHO’s Standards and Survey Procedures Committee 
endorsed the revised standards. In the August 1992 issue of Health Pacilirips 
Management. V. James McLamey states that: 

Although Standard PL.1.2.2 requires healthcare facilities to set up risk 
assessment programs, requirements for security programs are addressed 
only in the JCAHO’s survey scoring guidelines. JCAHO staff thus 
recommended that security and risk-assessment requirements be 
separated into two distinct standards - PL.1.2.2.1 and PL.1.2.2.2 
respectively - each with its own set of scoring guidelines. 
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Security; 

PL.1.2. The safety-management program is based on monitoring and 
evaluation of organizational experience, applicable law and regulation, 
and accepted practice and includes: 

PL.1.2.1 policies and procedure for safety in all 
depattments/services; 

PL.1.2.2.2. a risk assessment program that PL.1^^.1 evaluates 
the impact on patient care and safety of the buildings, grounds, 
equipment, occupants and internal physical systems; 

PL.1.2.2.2 includes policies and procedures for a security- 
management program.’* 

Numerous methodologies are available to conduct risk or security assessments. 
In some cases a fodlity nuy need to bring in a professional hospital security 
consultant to provide an objective outside review. Another possibility however may 
be to develop a multidisdplinaty team for the purpose of conducting this review. 
A multidisciplinaty team that is fomiliar with the facility should also be femiliar with 
the mission of the organization and be able to view the security-related issues in a 
non-bias marmer. This should also reduce the possibility of specific security related 
requests by the security manager or administrator responsible for security, as self- 
serving. 

The ^pendix contains a sample format. The intent of this process is to allow 
for Atmual Risk Identification/Security Analysis, Risk Action Plans and a Security 
Abatement/Monitoring Review. This three step process will also provide adequate 
documentation demonstrating your efforts to take assertive steps to identify and 
reduce the likelihood of security-related incidents. This format has also helped some 
hospitals identify specific security-related issues that require professional outside 
security consultaru assistance or other methods of corrective actiotL 
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Each healthcare facility must understand that the potentiai for adverse security- 
related incidents does exist. A proactive approach which consists of the 
identification, abatement measures and a review process needs to be conducted and 
documented. Aithough there is no guarantee that these actions will negate incidents 
or litigation, your defense posture should be strengthened. 


The following is the 1994 JCAHO Security Standard; 


n 1JJJ tnm tritty MMqMMnr yngam a iasid m moritoring mi maluticn tf eigmiulimil 
ifpfmUi tm mi ngaktim, mi metptti ^wetkrmi mekitt a rak umammt gngnm 
iat/ k c ki it fol tkt tai fn u im u far » meaitr maa gm mt fngnm. 

PROBES Do policies and procedures include 

a. a security management program addressing concerns regarding patients, 
visitors, personnel, and property? 

b. information regarding security incidents involvirig patients, visitors. Staff 
and hospital property shall be reported to the Safety Committee every 
other month. 

c. information regarding security incidents involving patients, visitors, staff 
or hospital moperty having been reported to the Safety Committee, the 
recommendations, action ^ans and outcomes of the efforts of the Safety 
Committee should be reprxted to the appropriate mattagement personnel 
(XI a Quarteriy basis. 

d. pwisions frx identifying, as appropriate, all patients, hospital staff, and 
visitors? 

e. provisirxts for access control to sensitive areas defined by the security 
management program? 

f. a directive from the chief executive officer ex’ designee designating the 
specific persexinef respcxtsible for security? arfo 

g. provisions for orientation for all perscxinel and at least annual ccxitinuing 
educaticxi of perscxinel in those areas determined to be sensitive by the 
security man^ement program? 

Notes; For probe e. sensitive erees may inciude, but are not limited 

to, emergency care erees, newborn nurseries, and pharmacies. 

SCORING 

Score 1 a-g 

score 2 any 6 

Score 3 any 4 or 5 

score 4 any 2 or 3 

Score 5 none or any 1 

Notes; To receive credit for probes b. and c. the minimum number of 

required reprxts must be available. 


Revised 6-94 
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Healthcare Security USA 


1996 aCABO SECORITT PERFORKANCE 
EVALUATXOE 

OVERVIEW AED AS8ES8MEIIT TOOL 


Attached !■ a mynapmlm of aacurity and related Infoxaatlon 
contained In ♦•>■» Joint CaaBtieeion on Accreditation for Healthcare 
Organisatlone -laa* an>-T-adtt»tlf»n The intent 
of the document la to provide an overview of the 1996 JCAHO 
Standarda aa they apply to the Individual reaponalbla for aecurlty 
aorvlcea. In moat facllltlea the Individual reaponalbla for 
aecurlty will follow whatever Inatltutlonal dealgn la foraailatad 
to addreaa the global laauea idilch effect all dapartmanta. Thla 
aynqpala will provide a baalc underatandlng of the JCAHO phlloaophy 
regarding the performance focuaed evaluation procaaa. There are 
alao apaclfle refarencaa made to the araaa directly addreaalng 
health care aacurity laauea. The final portion of thla document la 
an aaaeaamant tool outlining atandarda effecting the aecurlty* 
related laauea and aalaet araaa that will require action by the 
Individual reaponalbla for aecurlty aarvlcea. It la reccomended 
that the entire loag j,, revletfed 
and that thla aynopala be uaed aa reference. 

The aaaeaament tool la dealgned aa a way to alert paraona 
reaponalbla for aecurlty aarvlcea to be aware of apeclflc 
cemponenta and mandatea In the 1996 Standarda and provide a method 
to document ecaq>llanee. Araaa of non-compliance ahould be 
dlacuaaed with appropriate aecurlty profaaalonala, rlak managera, 
legal council, and adadnlatratora . Relevant countexmoaaurea or 
raaaona for non-ccagpllance ahould be documented <ti ■dvenne of an 
Incident or Inapeetlon, not afterwarda. 

If you have any quaatlona regarding the Information contained 

In thla aynopala, review the 15L96 Cnmprahanaive Accreditation 

Manual . Quaatlona concerning the uae of the aynopala or the aelf- 
aaaeaaaent tool amy be directed to Fredrick O. Roll, Vice 
Frealdent-Qeneral Manager, Healthcare Security USA, at (800) -866- 
9577 or (303) -794-9577 , Fax (303) -794-9578 . 



PHILOSOPHICAL OVERVIEW 


The 19% standards and evaluation methodology are very similar to the 1995 process. In other 
words, instimtions widi a sound 1995 Security Management Program will have only minor 
adjustments to comply with the 19% format. Many of die philosophical processes have remained 
in place and an over view of the 19% security related material is listed below: 


* 

* 

* 


* 

* 

* 


* 




Stable standards form a framework that describes the evennial basic foundation for 
providing quality care and continuously improving that care over a period of time. 
Standards are performance- based and functionally organized. 

Ongoing perfoirnance-inqirovemem activities should be developed. 

Ongoing perfonnance-effoits across the organization is the key to enhancing the quality 
and value of the health care service. 

The survey process focuses on the performance of patiem-focused and organizational 
functions diat support quality patient care. Enqtbasis is placed on observation of 
performance and interviews with staff and patients. 

The framework for inqmving performance will be evaluated. 

The organization’s relationship widi its external environment is important. 

The organization’s internal characteristic and functions are impaitam. 

A method for systematically assessing and tminoving important functions and woik 
processes and their outcomes need to be inplace. 

Self evaluation should coiainue to be viewed as a major o|q>ortunity for continuous 


improvemem. 

Standards should continue to emphasize actual performance, not simply the capacity to 
perform. 

The performance expectations reflected in the standards should be set forth in a quality 


improvemem context. 


The survey process continues to focus on assessing, across an organization, perf o r ma nce 
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of itapotOBt patieiit-focused and otganizatioiul fimctioiis dial sqipott quality patient caie, 
lather than evaluating activities that may have been conducted primarily to pass the survey. 
Tltilirn a methndningy for systemarifally a<iM«ing and nnproving impnttant flinclinns a n d 
mnrir pmryctw! iiiwt their fanmmw! The improvement cycle is applicable at all levels of 
the organization. The improvement cycle flows in the following manner: 

np-einN refers to the rational, deliberate process of creating a quality service as 
viewed by those udio receive it and provides opportunities to build into the service 
or product the demonstration of performance described as follows: 
MEAsiiBBugNT involves both routine, ongoing data collection for processes or 

"-v. 

functions performed hy.individuals or multi-disciplinary teams or groups, as well 
as tittle specific, focused data collection. 

Assessment of the data to draw conctuskms about cunem performance and decide 
whether to pursue an opportunity for inq»oveinent or resolution of a problem. 
Statistical analysis and other quality inqirovement tools are often useful including 
ctnuparative data. 

Pl-rfnrmanw iMPPnvPMRVr uptivitiM «hniiM hg d<welnp>«1 and prifiritirwt These 
may include a process to test a new qiproach, collecting data about its effects, and 
take action to standardize the inqnovement or repeat the process if results are not 
satisfactoiy. 

REnESiGN of the existing function (x process or an innovation based on the design 
of a new ai^noach aimed at meeting or exceeding needs or eiqiectations. 

Site examples of implementation, outline strategies, activities, and/or processes that you 
may use to meet the intent of tiie standards. You ate encouraged to be innovative in your 
approach to meeting the intent of the standards. 

Examples of evidence of performance provide insight into what sources a surveyor may 
seek evidence from or that you may present to a surveyor to show that your organization 
complies with the intern of the standard(s). 
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Patient Wights and Organiy.atinnal Kfliics (fwerviewl 

The goal of diis fuactkm is to help improve patient outcomes. Respect each patient's personal 
dignity, provide considerate, lespe c tfiil care focused on die patient's individual needs. SecuriQr 
personnel must understand and be prqwred to vertwlize diat patients have a right to reasonable 
security while in the health cate CKility. 

RI.l The ho^ital addressed ethical issues in providing patient care. 

Tntent of R1 1 

The patient's right to security and personal privacy and confidentiality of information. 

RI. U J The hospital demonstrates respect for the following patient needs; security (not scored). 

Impritwhiy nryanfaMtinnal PwfcinMiw (nvrrviKw'\ 

bnproviiig Organizatioaal Ferfonnance FimctioD 



This flow chart illustrates die process for hqnoving performance and outcomes in a healdi cate 
organization. The conqionents of the perf or mance- improvement cycle ate connected by the 
actions of organizational kaders, managen, (foysicians and other dinicians, tnistees, and support 
staff who desicn, measure, asaem, aad hoprave their work proc es s M . 

The perfcnmance-improvenient cycle depicted in tins flow chart has no b^mniqg and no end. An 
organization may start its impro vement efhHt at any point: by designing a new service; by flow 
charting an existing clinical process; by measuring patiem outcomes; by conqiaring its 
performance to that of other organizatimis; by selecting specific areas for priority attention; or 
even by etqte r i t nenting with new ways of carrying out current functions. 
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PLAN 

FL.1 The organization has a planned, systematic, hospitalwide approach to process design, and 
performance measurement, assessment and improvement. 

Design 

PL.2 New processes ate designed well. 

Measure 

PL.3 Data is systematically collected. 

Assess 

PL.4 The hospital has a systematic process to assess collected data. 

Improve 

PL.S The hospital systematically improves its performance. 

When designing a new process, redesigning an existing process, or deciding to act on an 
opportunity for incremental improvement in an existing process, the oiganization has a systematic 
approach. A systematic approach is one that includes identifying a potential inqtrovement, testing 
the strategy for change, assessing data from the test to determine if the change produced improved 
performance, and implementing the improvement strategy system-wide. 


Management of the Environment of Care (overview) 

The goal of the numagement of the envirorunent of care function is to provide safe, 
functional, and eflfective environment for patients, staff members, and other individuais in the 
hospital which is critical to providing patient care and achieving good outcomes. Achieving this 
goal depends on performing the following processes; 

* Planning by hospital leaders for the space, equipment, and resources needed to safely and 
effectively support the services provided. Plamiing and designing is consistem with the 
hospital’s mission and vision. 

* Educating staff about the role of the environment in safely and effectively supporting 
patient care. 
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* Developiog standardi to meume itiff and hospital p ei fo nnance in m a n a ging and 

* im piwnmrii^ plans to ctcalB and n—nag" the hoqtital’s environment of care. 

* Reduce and control environmental hazards and risks. 

* Prevent acridmts and risks. 

* Maintain safe conditions for patient, vishots and staff. 

The perfotmance-imptovement ffamework is used to design, measure, assess, and improve foe 
organization's performance of foe management of foe environment of care fonction. The 
management process for design, implement, monitor, assess, and improve congtonents are qiplied 
to the standards. 

DESIGN 

EC.l The organization designs a safe, accessible, effective, and efficient environment of care 
consistent with its mission and services, and law and regulation. 

EC.1,3 A management idan addresses safe^. 

InttMitnfpr 1 ^ 

To conduct risk assessments that proactively evaluate foe hniMCt of building, grounds, 
equipmem, occupants, and intemal ifoysical systems on patient and public safety. 

EC.1.4 A management plan addresses secur^. 

Intent nf KT 1 4 

A securiQr m a n a g e m ent plan describes how the org a n i zation will estaMish and mainain a security 
managemem program to protea staff, patieiits and visiiots ffom baim. The plan inovides 
processes for 

a. Leadersh^’s designatam of personnel resptmsfele for devefoping, implementing and 
monitoring foe security management plan; 

b. Addressing security issues concerning patients, visitors, p e rs o n nel and property; 

c. Reporting and investigating all security incidents involving patients, visitors and saff; 

d. Controlling access to sensitive areas, as determined by the nr gsniT a tinn; and 
f . Providing vehicular access to utgett care areas 

In addition, the plan esablishes 


6 



202 


g. A security orientatkm and education program that addresses: 

1. Processes for minimiwng security risks for personnel in security-sensitive 
areas, 

2. Emergency procedures followed during security incidents, and 

3. Processes for rq)Oiting security incidents involving patients, visitors, personnel 
and property; 

h. Performance standards for 

1. Staff security management knowledge and skill, 

2. The level of staff participation in security management activities, 

3. Monitoring and inspection activities, 

4. Emergency and incident reporting procedures that specify when 
and to whom reports are communicated, and 

5. Inspection, preventative maintenance, and testing of security equipment 

1. Emergency security procedures that address 

1. Actions taken in the event of a securify incident or failure 

2. Handling of civil disturbances, 

3. Handling of situations involving VIP’s or foe media, and 

4. The provision of additional staff to control human and vehicle traffic in and 
around the environment of care during disasters. 

The objectives, scope, performance, and effectiveness of foe security management plan are 
evaluated annually. 

Examples of Evidence of Performance for EC.1.4 

* Management plans for foe issue(s) addressed in the standard 

* Performance standards for foe issue(s) addressed in the standard 

* Emergency procedures for foe issue(s) addressed in the standard 

* Staff interviews 


IMPlJnVIENT 

EC,2 The organization provides a safe, accessible, effective and efficient environment of care 
consistent with its mission and services, and law and regulation. 

EC,2.1 Staff members have been oriented and educated about the environmem of care, and 
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po»seM ttie knowledge mJ ikills to peifo n n thdr responribilities under Ac environment of cire 
tnanagefngqt plans. 

Intent of F.r.2.1 

* Personnel can describe or demonstrate 

* Personnel in security sensitive areas of the environment of care can describe or 
demonstrate 

1. Processes for minimizing security risks; 

m. Emergency procedures for security incidents; and 

n. Repotting procedures for security incidents involving patients, visitors, 
personnel, and property. 

EC.23 The organization ingtlements the security management plan and performance standards, 
including all features described in EC.1.4 
Exanqtles of evidence: 

* Building and grounds tour 

* Observation of visitor security procedures 

* Staff interviews 

MEASURE OIITTOMES OF IMPLEMENTATION 

EC3 An organizationwide Information Collection Evaluation System (ICES) is developed and 
used to evaluate conditions in the environment of cate. 

EC3.1 The organization appoints an individual to direct an ongoing organizationwide process 
to collect information about deficiencies and opportunities for improvement in environment of 
care programs. 

Intent nf FT t 1 

* b. Reviews summaries of deficiencies, problems, failures, and user errors relate 

to managing 

2. Security 

EC. 3 J The organization analyses identified environmem of cate safety management issues and 
develops or approves recommendations for resolving foem. 


Managgm ftnt of Human Resonrces(nverview) 

A hospital needs an appropriate numher of qualified people to fulfill its mission and meet the 
needs of the patients it serves. The goal of this function is to identify and provide the right 
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number of c(Hiq>etBiit staff to meet the needs of patients served by die hospital. 

* Planning. The leaders' planning process defines the qualifications, ctmipetencies, and 
staffing necessary to fulfill die hospital's mission. 

* Provide conqietent staff. The leaders fnxivide competent staff eidier dirough traditional 
enqiloyer-employee arrangements or contractual arrangements widi odier entities. 

* Assessing, maintaining, and inqnoving staff co mp e te nce 

Ongtnng , periodic competence assesstnem evaluates staff members' continuing ability to 
perform dunugbout dieir association with die hospital. 

* Promoting self-development and learning 
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I 


r 

LMdm dtfint tlM 
qpMlfficatim* 
rifKtinflw, and 
•taffint naadid to 
carry out tfw nlaalcn 



arcvida ca^tant 

ataff naatera 

1 


Aaaaaa, nalntafn, 
and ti^rcva 
caapatanea of ataff 


HR.1 Tbe hospital’s leaders define the qualificafions and performance expectations for all staff 
positions. 

F.xamples of F.videncg of Performance - HR 1 


✓ 

Department-specific staffing plans 

✓ 

Hospital or departmental policies 

✓ 



and procedures 

✓ 

Staff interviews 

✓ 

Staffing plans 

✓ 

Senior and depanmental leadersh^ 

✓ 

Staff developmem plans 


interviews 

/ 

In-service and continuing education 

✓ 

Ferformance evaluations or 


records 


conyetency-assessment mechanism 

✓ 

Orientation curriculum 

✓ 

Contracts 

✓ 

Reports and meeting minutes 

✓ 

Employee personnel files 

✓ 

Employee brochures or handbook 

/ 

lob descriptions 

✓ 

Description of licensure, 
certificates, privileges, and 
credential verification process 
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HR.2 Tbe hospital provides an adequate number of staff mendters whose, qua lifi ca ti ons are 
consistent with job responsibilities. 

HIL3 Tbe leaders ensure that tbe co m petence of all staff members is assessed, m ai n tai n ed, 
demonstrated, and inqnoved continually. 

(For personnel provided through a contractual arrangement, tbe hospital maintains a written job 
descr^tion and a conq>leted conqietence assessment, evaluation, or appraisal tool for each 
individual). 

HR.4 An orientatian process provides initial job training and infonnation and assesses the staff’s 
ability to fulfill specific responsibilities. 

Intent nf HB A 

The orientation process assesses each staff member’s ability to fulfill qtecific 
responsibilities. Tbe process huniliarizes staff members with their job and with tbe work 
environment before the staff begins patient care or other activities. 

HR.4,2 Ongoing in-service and other education and training maintain improve staff conq>etency. 

Intent nf HP 4 7 

The hospital ensures diat each staff member partKqtates in ongoing in-serve education and 
other training to increase his or her knowledge of work related issues. 
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CONCLUSION; 

Mai^ of the security-related objectives remain in place from the 199S JCAHO s tand a r ds. 
There are however some minor changes and additions that need U> be adapted into the 1996 
JCAHO Security Management Program. Surveyors will continue to spend a great deal of their 
time looking for demonstrative performance of knowledge, conqietency and actions frinn staff 
members to validate their ability to manage die environment of care. By Understanding the 
information contained in this securi^ related overview of die I99fi rrunprehemive Accreditatinn 
Manual and Complying with die appropriate standards, a focility should be able to fiincdonaUy 
document and perform in a manner to successfully complete a JCAHO survey. 
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VL QUALTIY MANAGEMENT 

Security quality management deals with a quantifiable method of detennining the 
effectiveness of the security program. Various institutions have different methodolo- 
gies; most develop specific aspects of services with indicators identifying how 
measurement is achieved. These indicators would usually be expected to fall within 
certain thresholds for evaluations. 

In order to identify and analyze aspects of service, security managers should 
follow this six-step process. 

1) Identify areas of concern or problem of which the security department is held 
accountable. 

2) Analyze the concern or problem as it relates to the service delivery and 
expectation of the security department. 

3) Examine all potential alternatives to the concern or problem. 

4) Select the best possible method to address the concern or problem. 

5) Implement the chosen method of correction. 

6) Monitor the action and improve as needed. 

By following this format the security manager will be able to qualify and quantify 
the actions of the security department. The aspects of care or service will state 
what the manager is attempting to acconq>lish. A statement of an objective or 
rationale will address why the aspect of service was developed. The indicators will 
then outline the specifics of the evaluation. The thresholds for evaluation will set 
the acceptable parameters in which action should be accomplished. These shotdd 
be established as realistic yet achievable goals. The methodology will establish how 
the evaluation is determined. In the event thresholds are not met, the security 
manager can investigate, identify, document and take corrective actions to assure 
futtire compliance. Finally, the data source will address the documents or sources 
of the information. 
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Figure #14 on page 60 is a sample format used as part of the quality 
management program for security services at Baptist Medical Center in Jacksonville, 
Florida. 

The format described in Figure #14 was used by all departments to identify areas 
of concern. These reports were given to and addressed by the Medical Center 
Quality Assurance Committee. Each major department was required to submit 
report on a quarterly basis. A consolidated report was then constructed and shared 
with administration. 

Quality management should be use to track and monitor on-going activities 
within the security department. This will allow the manager and administration to 
determine the effectiveness of the department as well as pertinent trends. These 
trends can then be used, throu^ the evaluation process, to take corrective actions 
and strengthen the security program. For example, when security personnel are 
regularly unable to respond to stat/ em e rg e n cy calls within the appropriate time and 
within the thresholds for evaltiation, this might suggest to management that 
procediues need to be improved, that additional personnel may be required, or other 
corrective action is needed. 

Graphs and charts can also be an effective way of visually measuring the changes 
in activity levels. These changes may act as indications that certain areas need 
specific corrective actions. See Figure #15 on page 61 and Figure #16 on page 62. 

In the 1992 Accreditation Mamial for Hospitals quality continues to be stressed 
starting with a name change in the chapter formerly known as Quality Assurance 
to Quality Assessment and Improvement. 
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FIGURE #14 


MONITORING AND EVALUATION 
SUMMARY 

KPARTMENT: Safe^, Security, & Parking 

DATE: August 

September 

October 


ASPECT OF CARE/SERVKZ: 

The Safety, Security and Parking Department wiD provide a 2-mmute respcmse to various 
emergency fituatioas. 


OBJECTIVE OR RATIONALE: 

To insure a prompt response to eme rg e n cy rituatkins. 


INDICATORCS): 

Thresholds for Evaluation 


1. 

Fire Response 

95'Xi 

2. 

Intrusion/Robbery Alarms Re^xmses 

95% 

3. 

STAT/Emeigency Responses 

95% 

4. 

Patient Restraints Askance Responses 

95% 


METHCHXXXX^ (TIME FRAME, SAMPLE STAFF, HOW?): 

Because of the new computeriaed reporting ^stem, 100% o{ the incident reports and fire 
repOTts are being reviewed on a monthly basis the Seonity Sttpervisor. 


DATA SOURCE: 

1. Daily Activity Reports 

2. Incident Repoits 


Source: Baptist Medical Center, Quality Managemeu Departmeu 
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FIGURE #15 
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SOURCE: Hospital Shared Services of Colorado 
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FIGUHE #16 


Bach Zncidant/Pira category may 
not contain anou^ activity to 
accurately analyze the frequency or 
•eriousnees of events at Saint 
Barnabas Medical Center. Combining 
similar categories, nay expose 
patterns that would otherwise be 
unrecognizable. Each Zneident/Pire 
category was combined as follows: 

Serviee Ineidemts 

Alam/False-Security 
Pound Pr<^>erty 
Information Only 
Patient Assist-ER 
Patient Assist^Non ER 
Sexual Zncident-Obscene Call 
Suspicious Person~Contacted 
Suspicious Person-No Contact 
Threat-Bomb 

Begulatozy Zneidents 
Alam/Palse-Pire 
Pire 


property Zneidents 
Auto Accident 

Breaking & Entering-Building 
Breaking S Entering-Vehicle 
Missing Property-Pacility 
Missing Property-Personal 
Missing Property-Vehicle 
Vandalism-Facility 
Vandalism-Personal 
Vandalism-Vehicle 

Personal Zneidents 
Assault 

Disturbance-Eiployee 
Disturbance-Visitor 
Drug Abuse 
Robbery-Armed 
Robbery-Unarmed 
Sexual Zncident-Assault 
Sexual Zncident-Other 
Threat-Other 

A graph of each summarized 
Zncident/Pire category is displayed 
below: 



SOURCE: Ho^tol Shared Services of Coltxedo 
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Some hiehliehts of cont inuous ouaUtv improv^ent. The Joint 
Commission’s transition to continuous quality improvement standards 
vvill draw upon the insights of the originatois and major developers 
of continuous quality improvement, such as W. Edwards Deming, 
Joseph Juran, and Philip Crosby. Principles of continuous quality 
improvement incoiporate the strengths of quality assurance as it is 
cunently practiced, while broadening its scope, refining its approach 
to assessing and improving care, and dispensing with the negative 
connotations sometimes associated with it. In moving toward 
continuous quality improvement, the Joint Commission wants 
healthcare organizations to build on the strengths of their present 
quality assurance mechanisms. These mechanisms and the persons 
who have established them constitute a substantial foundation from 
which to launch the transition to continuous quality improvement.” 

With this focus and emphasis from JCAHO all areas of health care, including 
security, can expect to become more involved in total quality management (TQM) 
or continuous qtiality improvement (CQI) efforts from their organization. More and 
more activities will become part of a "process” thus requiting greater intervention 
with other components of the organization and better team efforts. 
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VD. TOE FUTtHtEWHEALniCARE SECURITY MANAGEMENT 

Many security managers an striving to fortify and develop their expertise 
specifically in security. Althou^ this is veiy important, many security directors are 
losing their jobs or their jobs are being eliminated or down graded. 

The reason for this in most cases is simply financial. Many healthcare 
facilities in America are in a state of fiscal crisis. As money becomes tighter, 
administrators and chief financial officers ate determining where dollars can be 
saved. These cuts are not taldng place in the areas of nursing or premium positions 
^lere salaries and benefits continue to grow. As a matter of fact these salaries are 
at all time hi^. Benefit and perk packages are very competitive among healthcare 
providers for these positions. 

What does this mean for persons involved in the healthcare security field? 
Our job is to work harder, think smarter, and be business minded. In other words, 
search your budget and look for areas to make your operations as efficient as 
possible. The cdd days of spend it or lose it before the end of the next year's budget 
are long gone. The astute healthcare security manager will trim his or her 
operation before someone trims it for them. This is especially important since in 
some cases the trimming has been the director or manager's position. 

In one case in Florida a hospital hired an independent management 
consulting firm to reduce the overall hospital e:q>enditures by 10 percent. When the 
consulting group reviewed the security department which had an atmualized budget 
of approximately $500,000, the security director was well qualified and had a great 
deal of experience and had an armual salary of approximately $50,000 per year. 
Since there was an assistant director and a minimum amount of woridng security 
petsoimel (in the consultant’s opinion), the director's jxrsition was eliminated and 
the assistant director's tide was changed to manager. The end result: a 10 percent 
savings and one more security director on the street. 
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Each security director must be aware of the economic dimate within their 
fodlity. In general the national trend including healthcare is to reduce middle 
managers. Even if the institutional budget appears sound, don’t become known as 
a big spender. Become known as a business-minded, cost-effective manager. 
Explore various alternatives to make all of the operations you manage as cost- 
effective as possible. Examine every area and function as if you are operating from 
a zero-based budget systenu Be prepared at any time to justify each and every 
financial request and budgetary line itertu 

As defined in Managerial Accounting. Second Edition by Calvin Engler, "Zero 
based budgeting is a method of budgeting that starts with a base of zero and ranks 
each program and its cost, starting with the one most vital to the organization. In 
a manner, managers can choose to fund programs on the basis of merit, without 
preconceived notions about what must be included."" 

Give things up in advance and if you don’t need it, don’t ask for it. At the 
same time be sure to take credit for this philosophy. Let the appropriate people 
know that you are attempting to improve your efSdency and cost effectiveness to 
the organization. Usually you don’t have to look ^ to see which of your fellow 
directors or managers are moving ahead and obtaining greater responsibilities. They 
are usually the ones that are already cost effective and efSdent. 

Being creative is essential. Look at your staffing which is your greatest line 
item. Through attrition, can you hire part-time staff instead of full-time? This not 
only saves benefit costs to the institution but also should defray overtime since you 
have a manpower reserve to call upon that are normally scheduled at less than 40 
hours per week. Have some of employees been with the organization too long? 
Certain jobs are worth only so much per hour and some security employees actually 
make too much for vdiat they do. Can the institution afford to pay for this? Can 
these people move to other departments within the organization? Remember 
turnover can be good or bad depending on how you manage it. Are there any other 
staffing options that may be viable? These are questions that the astute business- 
minded security manager should ask and answer before an administrator does. 
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Healthcare security managers need to continue their professional 
development in the field of security. However, in addition to this, it is of the 
utmost inqxntance that they explore a business-minded approach to management. 
Cost effectiveness and efficiency are items on which they will be judged by their 
superiors. Administrators are usually insistent that management personnel explore 
all potential alternatives and have a sound rational behind their recommendations 
and methods of operations. Survival means being creative in advance of being told 
what and how you will trim your organization. 

This proactive approach should help you not only survive the budget 
tightening process that is expeaed to continue in the healthcare arena, but also 
excel by proving your effectiveness and worth to the organization. This in turn 
might result in added responsibilities where you can continue to demonstrate yom 
management abilities. 


MANAGEMENT IN THE 




ES 


As healthcare continues to become more sophisticated, each department must 
keep pace, including security. The education and integration of the various 
departments and enqiloyees of the hospitals with regard to sectmty issues will 
become even more essential. 


The administration of a hospital security department will require professional 
managers to develop and maintain successful budgets with limited resources. The 
use of electronic security devices in conjunction with manpower will need to be 
regularly and carefully reviewed to provide an adequate overall security program. 


As the litigation trend' continues, security incidents that occur at hospitals 
will be closely exam i ned . The competency of security managers and officers will be 
reviewed by expert witnesses. The education, experience, training, and certifications 
of both will come under close scrutiny. 
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Hospital security has been elevated to a more significant role in otir nation’s 
health care delivery system over the past ten years. This role has been stimulated 
by greater violence in hospitals, increased awareness of the extent of property losses 
and the litigation epidemic alleging inadequate hospital security. Far too many 
cases have resulted in multimillion dollar awards or settlements. 

The security role should be viewed in two separate and distinct categories. 
First, personal safety: approximately 90 percent of the security effort is directed to 
the protection of staff, patients, and visitors. Second, property losses: hospital 
property losses alone, are estimated to run in the area of $2,000 to $3,000 per bed 
per year. 

Although security is generally referred to in terms of physical safeguards, it 
must be understood that security is also a perception. Even when there is a lack of 
serious incidents, or few obvious vulnerability, if the staff, patient or visitor feels 
apprehensive or uncomfortable, the security program must react to the perception 
and implement plans to create a positive image. 

Figure #17 on page 68 describes trends (derived from professional literature, 
national and regional seminais, and Hospital Shared Services consulting projects) 
that forecast of events for the future of healthcare security through 2000. 

In the December 1991 issue of Security. Figure #18 on page 69 contains a 
chart which projects a comparison between yesterday, today, and tomorrow in how 
security in general is evolving. 

Because healthcare is an advanced field, I believe that many of the variotis 
components outlined in this chart will come to fruition in the healthcare security 
field as well. 
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HGURE #17 

HEALTHCARE SECURITY TRE^S - 2000? 


Inocucd training for all Imb of hotpital teciiriqr penonnd. 

Increasing invdvamcnt of haq>hal employaaf, induding non^acurity supervisory personnel, 
in contributing to the maintenance rtf tilt astd secure premises. 

Epidemic levels of lidgatirm concerning securiqr prrrgrems. 

More security persottrtel working in an unarmed c^wdqr. 

A shift from security by prrrviding non^ecutity related services to a greater emphasis on the 
basis of *prci.activc proucdon activities.* 

A trend toward separating security and safety management as die safety function becomes 
better defined. Security persotmd to continue as being andllaty to the safety function. 

A decrease in the overall use of centralized dosed circuit tdevision and a shift to 
departmental systems. 

Increased use of daims, computerized card access ctmtrols and integrated security systems. 

A greater avrareness by the hoqiitd administrative staff of die need for more loss prevention 
safeguards to enhance the bottom line. 

Violence in emergency rooms remaining at the bi^ levd experienced during die past 
severd years. 

Inaeasing security budgets despite attempts to supplement security manpower widiphysicd 
security systems. 

Greater otganizationd demands on security as law enforcement services continue to 
diminish. 

A greater number of facilities utilizing contract or dtemative security services to reduce 
costs. 


A continued trend to consolidate management positions induding the lestructuring of 
security departments to be managed odier areas within die organization. 

A greater need to conduct security risk assessments to identify and provide countermeasures 
to potential adverse inddents. 

A greater involvement by security personnel to provide geriatric and Alzheimer's patients 
with specific security protection as that group increases in number. 
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FIGURE #18 


THE SECURTIY EVOLUTION 
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Source: S»furifv Magazine. December 1991. 
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A specific responsibility of the security manager needs to be a regular and 
documented risk assessment of their facility. It will become more popular for 
institutions to utilize outside consultants to give an objective view of the sectuity 
risks and make recommendations to be considered by the security manager and 
hoqntal a dminis tration. Litigation will increasingly be a problem because of 
reductions of security personnel, i ny roper or inadequate training, lack of 
documentation, not addressing fineseeable crimes^nddents either on the hospital 
premises or surrounding area, iMt attainiiig local or national standards for security 
services, lack of or malfunctioning security equipment, lack of security policies, and 
lack of administrative support for the security program. 

In the years ahead, a continued emphasis will be placed upon security 
managers and departments to provide a Ugh profile and enhanced public relations 
image for the facility. Uniformed security persoimel are administrative agents of the 
hospital as perceived by the public. It will be necessary for the administration of 
a hospital and the various departments to realize and accept this elevated role 
within the organization. 

Liaison with law enforcement agencies will become critical. As demonstrated 
earlier in a reference from the Hallcrest Report fi, as the number of law enforcement 
petsonnel become fewer per capita, security organizations will take on a greater 
responsibility in providing protective services within their respective organizations. 

Increased security emphasis will be placed on high-risk areas in healthcare 
fodlities such as emergency rooms, nurseries, psychiatric units, drug and alcohol 
units, and pharmacies. This will require the security persoimel to have a greater 
imderstanding of how to deal with people under stress or displaying aggressive and 
assaultive behavior. 
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A continued and greater emphasis will be placed on dime prevention efforts. 
This includes crime prevention materials, handouts, flyers, and posters. Security 
fairs will become more popular and allow the security staff to interface with other 
hospital personnel to gain understanding and support for the security program. 

Quality management will continue to be a driving force in assuring that 
proper documentation is maintained which facilitates trend analysis and corrective 
action in problem areas. Along the same line, risk management will assure that the 
forecasting of incidents is maintained to avoid unnecessary losses. 

With the continued financial strain in healthcare, loss prevention will 
continue to become even a mote important issue in the 1990s. Security, safety, risk 
management, and quality assuraiKe must strive together to identify, prevent and 
deal with incidents that might result in financial loss, either through frequency or 
severity of the situation, at the least possible cost to the institution. 
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APPENDIX 
SECURTIY ASSESSMENT 

General Instructions 

1) Multi-disdplinaiy groups or peqple can be helpful in conducting a security risk 
assessment of a facility and particular^ in individual departments. 

a) When possible solicit the assistance of the safety ofBcer, risk manager, and the 
department head of each specific area reviewed. 

b) In each area, check generic security-related matters such as functional locks, 
lighting, unsecured items, etc. 

c) Look for unit specific vulnerabilities (Le., unsecured narcotics in ICU). 

2) Consider concepts such as rings of protection (outer and inner areas such as outside 
protection, perimeter doors and individual units), operational vs. non-operational time 
fiames, etc. 

3) Review the various sources identifying possible risk assessment vulnerabilities. 

• Past Security Incident Reports, Investigative Follow-up Reports. 
Pohoe Reptnls - statistics. 

Organization feedback/perceptions/coDcenis. 

Industry standards. 

Local/National healthcare security standards. 

4) Assigning risk threat levek (3=high, l^low, and 0>=N/A) 

a) Hi^ either throu^ frequency or severity, of the likelihood of a specific 
incident occurring at that location. High ratines MUST have action plans. 

b) Medium, would indicate the possibility of a specific incident occurring at the 
location. Medium rati ngs SHOULD have action plans. 

c) Low, would indicate that a specific incident would most likely not occur at that 
location. Low rating MAY have action plans . 

d) Not applicable, self explanatory. 
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5) Annual Security Risk Identifii»tion/Ana]ysis Form 

a) Date the review was conducted. 

b) Reviewer, person in charge. 

c) List the various departments or areas reviewed in left hand column, (see 
sample form) 

d) List the risks reviewed across the top using attached list, (see sample form) 

e) Rate each department/area with the appropriate risk threat level (high, 
medium, low, not applicable). 

6) Security Risk Action Plan 

a) Date the review was conducted. 

b) Reviewer, person in charge. 

c) List the various departments or areas reviewed in left hand column. 

d) Briefly explain the action plan used to abate the potential risks identified from 
the Risk Identification/Analysis Form. Use specific time tables. 

7) Security Abatement/Monitoring Review 

a) Date the review was conducted. 

b) Reviewer, person in charge. 

c) List the various departments or areas reviewed in left hand column. 

d) Three to six months after the initial review, a follow-up is essential 
Document the results to date and make changes when and if necessary. 

8) Annually (unless specific changes warrant more frequent reviews) conduct another 
survey/assessment. 
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SECURITY RISKmJLNERABILITY CHECKLIST 


ASSAULT 

• SIMPLE 

• AGGRAVATED 

BOMB THREATS/BOMBING 
BURGLARY 


IMPOSTORS 

XICKBACKS/FRAUD 

XIDMAPPINGS 

LOSS OF IHFORMATION 


CIVIL DISTURBANCES 

DISTURBANCES 

• INTERNAL 

• EXTERNAL 


ROBBERY 

• ARMED 

• UNARMED 

STRIKES 


DRUG ABUSE 


TERRORISM 


GANG ACTIVITY 

GAMBLING 

HOMICIDES 


THEFT 

• VISITOR/CUSTOMERS 

• STAFF PROPERTY 

• FACILITY PROPERTY 

OTHER - SPECIFY 
(MAKE THESE APPLICABLE 
TO HEALTHCARE FACILITY) 


SECURITY RISK ASSESSMENT SOURCES 

POLICE STATISTICS (SMllest area breakdown available] 
PAST SECURITY INCIDENT REPORTS 
ORGANIZATION FEEDBACK/PERCEPTIONS 
CASE LAW 

INDUSTRY STANDARD PRACTICES 
INSPECTION 

LOCAL/NATIONAL STANDARDS 
CONSULTATION 
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Annua} Security Risk Idendfication/Ana^rsis 
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Security Risk Action Plan 


■OSpitAl 

Date 

KtI t 


DKPARTNIlff/JMa 

■anrur XDonrr ABAimui km 


































Attach additional docuaantation as nasdad. 
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Security Abatement / Monitoring Review 


Hospital RaoM 

Data 

Kaviawor 


OSPAMMniT/Aim 

DOCUMIST HI8DLTS TO OATI 


































Attach additional docuaentation as needed. 
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statement of Richard P. Miller, Director, G.V. ''Sonny'' Montgomery 
Veterans Affairs Medical Center, Veterems Health Administration, 
Department of Veterans Affairs 


a. V. (SooBy) Montfloaezy VA Medioal Center. Jeokaon. 
Nlaeiaalppi . 

Security laauea 


Mr. Richard P. Miller became Director of the G.V. 
(Sonny) Montgomery VA Medical Center in August 1994. As 
part of initial briefings, the Associate Director, Mr. 
Richard J. Batlz, explained a carefully laid-out plan to 
upgrade facility security personnel, policies, procedures, 
surveillance equipment, and training for both police 
officers and all employees. Mr. Miller endorsed the plan 
and the following security issues were concentrated on: 

Horovlntr tha quality oC the police force. Like all 
personnel issues, this is a continuing effort, but one that 
has already shown results. Inspections of the police 
service in February and March, 1997, by specialists from va 
H eadquarters resulted in high praise for the qualifications, 
training, appearance, and conduct of the facility's 
officers. Officers at the Jackson VAMC have an average of 
16.4 years experience, many with the City of Jackson Police 
Department, and others with military units, the Bureau of 
Indian Affairs, and other city and county police 
departments. No one will mistake the facility's certified 
police officers for mere guards. 

Survullaaee equlpoMBt. A color video camera monitoring 
system was installed and has been continually upgraded over 
the few years at a total cost of about $110,000. 

Security eccaae aystam. Installation of con^uter 
controlled door locks, identification badges, card readers, 
parking lot controls and limited door access systems were 
installed at a cost of about $95,000. This system provides 
the ability to allow certain individuals access to specific 
areas or entrsmces and to keep a log of their entry and 
exit . 


Canine program. In 1995, the facility acquired a 
canine trained in drug detection ^tnd missing patient 
tracking. Though the dog is not an attack dog, it is a 
common belief that his presence would reduce any drug 
activity, assist in locating patients who might become lost, 
cuid have an overall calming effect on volatile situations. 
Although the canine has not yet had to be used to search for 
lost patients, there is confidence that his presence has a 
chilling effect on drug activity and the police officers 
report that his presence does indeed calm argumentative 
individuals . 
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tfudarlng mlarfe aya^aa for auraiag boaa parlanta. To 

protect nursing home residents, the VAMC invested in an 
electronic system that alerts staff if residents who have 
diminished capacity weuider through an exit door. This was 
installed at a cost of about $100,000. 

Bika patrol. To provide faster and more frecjuent 
patrols of the parking areas at the Jackson VAMC. a bike 
patrol was implemented at minimal cost. 

The above-stated projects were underway in varying 
stages of completion before the first of two tragedies 
struck the Jackson VAMC. 

Attack OB an aavlcyaa< 

On January 30. 1995. at 2 d}out 8 a.m.. a 65 year old 
service-connected, disabled veteran who had received care at 
the hospital for a period of 30 years, attacked an employee 
-- a VA physician -- in the parking lot near the outpatient 
entrance to the hospital. He threw sulfuric acid on her 
face, neck and chest, then departed the area. 

Today, this employee remains unaUale to work, facing 
additional plastic surgery, emd carrying psychological scars 
that are even more difficult to heal. 

In February 1996, the veteran pled guilty in state 
court and received a 20-year sentence. He died in prison a 
few months later. 

Based on a review of the veteran's VA medical record 
{which spanned 40 years) and the results of police 
Investigation, the attack apparently was motivated by the 
physician's refusal to prescribe inappropriate pain-killing 
drugs that the veteran sought for illegal uses. 

In the wake of that attack, police investigations, 
criminal prosecutors, management, and an ad hoc 
investigating committee Identified concerns that resulted in 
the following actions: 

Elevated the status and scope of the multi-disciplinary 
Committee for Disruptive and/or Suicidal Behavior. The 
committee developed policies and procedures (Implemented in 
1994) l3y which (1) patients posing a potential threat of 
disruptive or violent behavior are identified, (2) these 
patients' names are "flagged" in their computerized records, 
alerting clerks and clinicians when they have appointments, 
(3) police routinely respond when such patients are 
scheduled for an appointment, (4) denial of medication to 
drug-seeking patients is referred to a committee of dodtors 
instead of a single physician, thereby diluting antagonism. 
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and (5) a pain management clinic was established to help 
patients lean to cope with chronic, non-responsive pain. 

One full-time employee equivalent (FTEE) was added to 
police service to enable extra patrolling during normal 
business hours. 

All of the committee recommendations within authority 
of management were enacted. A recommendation that senior 
mabiiivimetil- exij.lruie. the. axminn, of. VA. police and the use of 
metal detectors was exaunined, but found to be not within the 
authority of facility management and not likely to have any 
relevance to an attack such as had occurred. 

As an interesting aside to this case, we learned that 
Federal jurisdiction was not attained when the land was 
passed from the state to the Federal government in the 
1950s; therefore, the FBI and U.S. Attorneys office had to 
relinquish the case to local and state authority. We worked 
closely with state leaders, the state legislature, and VA 
Headquarters officials in obtaining state legislation 
granting concurrent jurisdiction to both entities. Today, 
prosecutors can purse either Federal or state prosecution of 
crimes committed on the medical center grounds . 

The attack on a VA physician was a call to concern, and 
many changes were made as a result of that concern. But, we 
felt, and still feel, that the attack was an aberration, not 
an indication of the nature of the people of Jackson or the 
State of Mississippi. It was an isolated incident that 
could not have been prevented by metal detectors or even 
armed police (unless a police officer was escorting the 
employee) since it occurred in a parking lot. 

In the wake of the attack, the VAMC implemented 
especially responsive actions as noted above and continued 
with planned security system improvements . 

Murder aad Suicide 

Mr. Victor Bowles, a 48 year old service-connected, 
disabled veteran, entered the hospital about 11:20 a.m.. 
shotgun at the ready position, and within 30 to 40 seconds 
found Dr. Ralph Carter with a patient. He killed Dr. 

Carter, then committed suicide. 

In addition to the tragic consequences for the families 
involved, the staff and patients of the VAMC, veterans 
throughout the state, and the citizens of the City of 
Jackson in general were shaken. 

Investigations by local police and the FBI do not 
reveal a clue. A psychological autopsy of Mr. Bowles' 
medical records gives no clue. There are no answers. 
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A review of the security measures and police service by 
VA Headquarters experts and other police agencies reveal no 
flaws and speculated that the Incident probably could not 
have been prevented by luiy of the measures now being 
adopting. Indeed, It Is believed that this tragic Incident 
Is another statistical aberration In no way reflective of 
the general mood of veteran patient, the veterans of the 
State, or the other good people of Mississippi. 

Since the murder /suicide, the facility has: 

• immediately contracted for seven security guards to 
supplement the 12-officer police force and went to 
extensive overtime for the Jackson VAMC police, 

• authorized six additional certified police officers and 
have, to date, hired five, 

■ sought and were granted Inclusion In the test program 
which is evaluating the effect of arming VA police 
officers, 

• arranged for the installation of metal detectors and x- 
ray devices at hospital entrances (to be installed when 
officers are armed, since It would be Imprudent to 
attempt to confiscate contraband with unarmed officers) , 

• limited public entrances to the hospital and will further 
limit entrances to only two points within the next few 
weeks as metal detectors are brought online, and will 
require visitors to sign in, 

• fenced the loading dock and other support entrances and 
placed a guard on duty there to control egress ^uld 
ingress during normal business hours, 

• accelerated plans to relocate the survelll 2 mce camera 
monitor room to the emergency/ambulance entrance where 
the officer can view the entrance through a large window 
and control the door electronically (not only will this 
increase the officer's vision, but it will also Increase 
police visibility to visitors) , 

• continued upgrading the camera system, with more units 
scheduled for installation and improved recording to 
allow cameras to tape for 24 hours, and 

• conducted outreach programs with veterans service 
organizations to Identify any existing veteran concerns 
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and to enlist their support in dealing with complaints 
and loose talk of threats and disruptive behavior. 

The costs associated with these steps are significant. 
Modifications to door locks, the installation of metal 
detectors, and other hardware changes and additions will 
have a one-time cost of about $175,000 with some nominal 
recurring costs in maintenance and updating. Six additional 
police officers will add another $300,000 annually recurring 
cost . 


The weapons will add ^ul additional $16,000 in initial 
costs and a nominal amount of recurring costs associated 
with training, storage, and maintenance. 

Previously, the managers of the Jackson VAMC managed 
their budget carefully, funding security in^rovements from 
normal appropriations, but the massive effort undertaken 
this Spring caused the Director to seek supplemental funding 
from the VISN so that the patient care mission could be 
continued without impact by security concerns . The VISN 
granted the funds. 
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POST-BZ&imra QUBSTIOKS 

coHCnaxm m uky 22, 1997 

BBARZNO om SAFETY AHD SECURITY IN THE 
SEPARTIIBIR OF VETERAM AFFAIRS 


FROM TBS HONORABLE LAME EVANS 
RANKING DEMOCRATIC MEMBER 
COMMITTEE ON VETERANS' AFFAIRS 
U.S. HOUSE OF RSPRESSMTATIVSS 


QiMStion Is What is the purpose of arming VA police officers? 
What empirical evidence can you provide the Subconnittee that 
arming VA police officers will make VA facilities safe? What 
will be required to achieve safety at VA facilities? 

Answers At this time, no general decision has been made to arm 
VA police. Rather, VA is conducting a pilot project to determine 
the feasibility of arming VA police officers. The reason VA is 
considering arming VA police, is to test the appropriateness of 
providing its officers with a tool that is consistent with their 
duties and responsibilities and may allow them to better protect 
themselves and others. VA officers are responsible for providing 
protection and enforcing the law. One of the tools used by most 
major law enforcement organizations in the Ihiited States (to 
include the Capitol Police) is a fireeunn. We believe that the VA 
Police department is the only major law enforcement organization 
that does not provide its officers with firearms. VA officers 
have performed admirably given their circumstances, however, a 
ntimber of them have paid the ultimate sacrifice. With the 
addition of firearms, we believe that VA officers would provide a 
more appropriate intervention. Based upon personal discussions 
with VA officers zmd reviews conducted by Office of Security and 
Law Enforcement staff, it has been concluded that VA officers can 
function much better if they engage in more inquisitive patrol 
activity. VA officers are required to conduct investigative 
stops of suspicious persons as an important part of crime 
prevention. It is evident that they are not doing enough of 
this, and also evident that the major reason is an xmderstandable 
concern that these suspicious individuals may be carrying a 
concealed weapon. For instance, in the recent incident in Lake 
City, Florida, a VA police officer made an investigative stop 
shortly after midnight in the parking lot and was shot with a 
handgun. The intruder, because he was armed and VA police 
officers were not, then gained access to the facility, shot up 
the waiting area, euid directly threatened a wheel chair-bound 
veteran with the firearm. The shooter was later taken into 
custody by armed officers fr^ the Lake City Police Department. 

An inportwt part of the evaluation of the pilot program is to 
determine whether officers are being more vigilemt in 
acconplishing investigative st^s. In fact, initial reviews have 
disclosed that there has been an increase in such stops at the 
pilot facilities. Additional information regarding this will be 
available following a more cooprehensive review. 

There is no 'enpirical' evidence that arming VA police officers 
will make VA facilities safe. Likewise,, there is no single 
security feature or law ^forcement tool for which there is such 
'‘enpirical' evidence. As stated above, the firearm is a stwdard 
tool in law enforcement. It is VA's position that if it is used 
correctly it can add to the safety of VA facilities. 

Ensuring safety within any space (buildings or grounds) is best 
accomplished by preventing or limiting access to all or part of 
the space. This is contrasted by the need for VA medical care 
facilities to be open to the public, at least during business 
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hours. VA does not wish to limit access unless it becomes 
necessary for the safety of all. All VA facilities have some 
degree of crime and have been subjected to the introduction of 
we^>ons. X«ocal conditions, idiich include crime rate in the area 
of the facility, on-station criidnal activity, weapon 
introductions and the degree of concern which efoployees and 
patients have for their safety, determine the need for the level 
of security applied. At some VA facilities, conditions have been 
such as to require the limiting of access and the installation of 
weapon screening stations. However, at most VA facilities access 
continues to be without limitation during business hours. This 
can be accooplished because of the continuing presence of 
visible, and inquisitive VA police officers «dio are regularly 
patrolling grounds and buildixtgs. Ihe presence of a sufficient 
number of apprc^riately trained, supervised and equipped officers 
is the best way to prevent crime and thereby achieve safety at VA 
facilities. 

Question 2t What are the possible disadvantages, if any, of 
arming VA police officers? What percent of private health care 
facilities have armed police on site? 

ABSwnrt The major risk of arming VA police officers is that 
there may be an injury or loss of life of an innocent party 
caused by the accidental discharge or misuse of a firearm. In an 
attempt to minimize this risk we have selected a specific firearm 
and holster, the safety features of which, have been described 
euid dmoonstrated to the Subcoonittee. Also we have provided 
intensive VA specific training to all of the armed officers 
regarding escalaticm of force and use of deadly force aa well as 
the proper and safe use of the issued firearm. 

We are unable to provide information regarding the percentage of 
private health care facilities idiich have armed police because we 
are unaware of any source for such information. Regarding the 
relevancy of this issue, it should be recognized that VA 
facilities are not private property. They are federal property 
and their protection is the responsibility of the Secretary of 
Veterans Affairs. Local police do not patrol VA medial care 
facilities or provide the continuing imiformed presence needed to 
prevent crime . Local police may or may not have a continuing 
presence at a private facility as they frequently do at state run 
health care facilities . When local police have a continuing 
presence or when they patrol, they are armed. 

Question 3t Please give a summary of the VA police officer 
workforce. ^>ecifically, how may officers does the VA enploy, 
what is average pay for such officers, what background emd 
experience is required to become a manber of the VA police force, 
and how long has the average mesber of the force been anployed as 
a VA police officers? 

Aaswert Currently there are 1,983 police officers and 43 
detectives for a total of 2,026. Ihe average pay for all police 
officers is $27,659. n^is includes those officers in supervisory 
positions. At the journeymen level, ^ich is either GS-S or GS- 
6, the average salaries are $23,524 and $25,882, respectively. 

The background and experience required to be a member of the VA 
police force are exactly the same as for euiyone who becomes a 
police officer in the GS-083 Police Officer Series. 

VA does not maintain a data base irtiich can provide information 
regarding how long the average member of the force has been 
employed as a VA police officer. As a representative S4uipling, 
we conducted a manual review of the average time that a badge was 
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issued to officers at the Little Rock and Dallas VA medical 
centers and determined it to be 2 . S years . 

Question 4i What percentage of the VA police force consists of 
retired law enforcement officers? 

Answer! VA does not maintain a data base >diich can provide this 
information. However, as a saiic>ling, we did acconplish a manual 
review of questionnaires conpleted by the 218 most recent 
attendees of our basic training course at the VA Law Bnforconent 
Training Center {LETC) . The results of the review are that 190 
of those officers had qualified for their position based upon 
prior law enforcement experience in the military or with a state 
or local law enforcement agency. 

Question Si Have rigid qualification standards always been in 
place at the VA? For example, have all current member of the VA 
police force been subject to the same physical fitness 
specifications? 

Answer! Police officers eiqployed by the Department must have met 
the Office of Personnel Management qualification standards in 
effect at the time of ma^loyment. VA also has had requirements 
that pre-employment screening be accoevlished on each a^^licant. 
As you are aware, VA Office of Inspector General Audits conducted 
in the late 1980s disclosed that neither the qualification 
standards nor the pre-enployment screening were being rigidly 
applied. Since those audits, VA has made significant efforts to 
ensure that all standards and screening are being soux^y 
applied. Physical fitness specifications, per se, are different 
frOTi qualification standards. VA has, for yeaxs, required that 
VA police officer aK>licants and incumbents (annually) meet 
specific medical standards. J^>plicants and incumbents are 
examined to determine their pt^sical and emotional stability to 
perform the functional requirements of their position. In terms 
of physical fitness standards, we have recently added a 
requirement for students attending the. b^ic police training 
course at the LETC. All engage in pl^ical fitness training 
during this course emd must successfully complete a pli^sical 
fitness test designed using standards established by the American 
Heart Association. 

QuestlMi 6! The baclcground information provided to the 
Subconmittee staff by the VA indicated that 106 officers have 
been issued firearm weapon cards . What criteria did you use to 
decide which officers were suited to take part in the pilot 
program, and what training was provided to these officers? 

Answer: Department policy requires aai officer to undergo a 
physical and psychological eval\iation prior to participation in 
the pilot program, and the psychologist's recommendation is the 
determinative factor in the selection process. The officer must 
also have successfully coiqpleted the Basic VA Police Officer 
Training Course at the LETC, the firearms training course 
provided by the LETC staff, and must be physically qualified, 
emotionally stable and free of any significant criminal record. 

'The firearms training provided consisted of a 40 hour training 
course. The training unit itself was provided to the 
Subcommittee prior to the hearings. An additional copy is 
attached. 

Question ?! Mr. Baffa indicated that the total cost of the pilot 
program at the five current sites is $124,000. Does this amount 
also include the training that you indicated will be required of 
these officers to remain proficient? If not, what do you 
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estijnate will be the cost of providing refresher training to 
these officers? 

Answer t No, the $124,000 figure does not include any costs 
connected with insezvice training. Much of the training will not 
require additional expenditure, such as use of force and practice 
drawing from the security holster, the only additional cost will 
be for such things as targets and amminition connected with range 
training. We estimate that the cost for these items will be 
approximately $100 per officer, per year. 

Question 6t VA Directive 0720, Afqpendix A indicates that a 
firearm will be issued only to those persons appointed as police 
officers who have successfully completed the FBI-approved basic 
VA training course, emd PBI-e^roved firearms training. The 
FBI's testimony indicates however, that the FBI does not approve 
or certify other agency training courses, including firearms 
training. Did the FBI actually a^rove the VA training courses, 
and can you please e3q>lain to the Comnittee vdiat the VA directive 
means when it refers to FBI-approved training? 

Answer: It is our position that this is a matter of semeuitics 
rather than one of substance. It is unfortunate that the 
language in VA Directive 0720 was not changed prior to 
publication so as to be consistent with the language in the 
letters frcmi the FBI Academy, which confirmed the adequacy of 
VA's basic police officer training and firearm training programs. 
A part of the process to develop the Directive included meetings 
between representatives of the Office of Security and Law 
Enforcement (OS&LB) and Office General Counsel (GC) with 
representatives of the Department of Justice (DOJ) . The DOJ 
representatives strongly recommended certain lemguage for the 
Directive including the word ’‘approved* in this particular 
section. Subsequent to the Directive being concurred with in its 
current form by Departmental elements, VA Partnership Council and 
the DOJ representatives, letters were received from both Dr. John 
Ceuqpbell and Mr. Wade Jackson at the FBI Acad^iy indicating the 
a^ropriateness of the courses but cautioning that they do not 
‘approve* such training. In retrospect, the language in the 
Directive should have been changed but it was not. We believe 
that the letters fr^ Messers. Canpbell and Jackson (attached) 
speak for thonselves, and attest to the relevancy of our 
training. Also, we know of no Federal organization vrtiich 
‘approves* firearm or basic police officer training of other 
organizations . This includes the Federal Law Enforcement 
Training Center (FLETC) . 

Question 9: Testimony from the Nurses Organization of Veterans 
Affairs (NOVA) suggests a variety of alternatives to arming 
police officers as a means to inprove safety and security at VA 
hospitals. For example NOVA'S testimony list increased security 
personnel during off hours, improved lighting, beepers for 
security personnel, badges for all visitors, metal detectors, 
bullet proof glass, hidden panic buttons, and closed circuit 
televisions caoteras as 8C»ne possible alternatives. Has VA given 
consideration to alternatives other than arming VA officers to 
enhance safety and security at VA facilities? If so, can you 
describe what alternatives you have considered and the 
conclusions you reached. 

Answer: In our judgment it is not so much a question of 
alternatives as it is one of e}q>loring all options open to the 
Department emd selecting the as^ropriate tools or enhancements 
that may be suitable. Depending on the circumstances, any one of 
the suggestions made by NOVA may or may not be appropriate. VA 
alrea<^ requires that bullet proof glass be installed at each 
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Pharmacy and Agent Cashier window and that adequate lighting be 
installed at such locations as parking lots, building entrwces 
4uid pathways . We already use such devices as panic buttons and 
closed circuit televisions where appropriate. However, we 
]>elieve that the firearm, as a weapon for police officers, is in 
an entirely different category fr«n the security enhancements 
suggested. A weapon is a tool utilised by a police officer to 
apply the appropriate force for a given situation. VA officers 
are already armed with a chemical irritant projector and the 
side-handle baton, ^ese tools allow an officer to utilize up to 
a certain level of force. A firearm allows the officer to use 
the highest level of force should it become necessary and cmly if 
it becomes necessary . Without that particular tool the officer 
is at a great disadvantage when confronted by a perpetrator who 
is armed with a firearm. In such situations the unarmed officer 
most often cannot prevail and injuries or deaths may result. 

NOVA suggests that VA install panic buttons. When a VA police 
officer responds to a panic button, we believe that the VA 
officer should be equipped to handle any situation which the 
officer might confront, including protecting patients and VA 
eoployees in dangerous situations. Ihe pilot program is designed 
to test whether it is feasible to accomplish this. 

Question lOt Mr. Ogden, can you es^lain to us in detail the 
steps VA has taken to address the serious problems that have been 
highlighted in the past concerning the need to closely monitor 
the pharmaceutical inventory at the various VA facilities? What 
more needs to be done to protect the security of the addictive 
drug inventory at VA? 

Answert Since 1991/1992, the Veterans Health Administration 
<VHA) has taken a number of actions to enhance the accountability 
of pharmaceuticals at VA facilities. Listed below under four 
major categories are those actions: 

A. VA policy regarding controlled substances: 

• A perpetual inventory of all controlled substance 
dispensing is required. 

• Limited access to controlled substances within 
pharmacy is required, and documentation regarding 
access must be maintained. 

» the storing and dispensing of controlled sxibstemces 
must occur within locked areas. Blectronic access 
control devices are required for all locations where 
controlled substances are stored and dispensed 
within the phemoacy. 

• Verification of perpetual inventory within pharmacy 
every 72 hours is required. 

• All ccmpleted outpatient prescriptions for 
controlled substances must be stored in a locked 
cabinet awaiting patient pick-iq>. Pharmacy staff 
must verify the identity of the patient picking up 
the medication and the patient or patient ' s agent 
must sign for the medication. 

• A taaper proof seal must be affixed to all 
controlled substances prescription vials. 

• Orders from sus^liers for controlled substances are 
delivered directly to the pharmacy in tmopened 
containers. The accoiintable officer and pharmacy 
representative will open container, acknowledge 
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receipt, and post inventory to pharmacy records. 

Both the accountable officer and pharmacy 
representative will verify inventory posting on 
pharmacy records. 

• Any suspected theft, shortages, or suspicious loss 
must be reported iiranediately to the Office of the 
Inspector General, VA police, and VA Headquarters. 

• The VA prescription form has been modified two times 
in 1991 and 1993 to enhance the security features. 

In addition field facilities are authorized to 
generate prescription orders for outpatients via 
other internal use mechanisms. These include at 
least Electronic Order Entry and alternate paper 
order forms such as Action Profiles . 

B. Rewrite of VA Narcotic Inspection Policy (policy is 
written, approved and awaiting publication, copy 
attached) : 

• VHA administrative personnel conduct monthly 
uneuinounced narcotic inspections. 

• Wards/patient care areas are randomly surveyed. 

• Inspection results must be trended by the medical 
center director and such results are considered one 
of the facilities quality management tools. 

• In the pharmacy, dispensing actions are checked 
against posting 1^ the inspector. 

• The medical center director must ensure that a 
training program exists for narcotics inspectors . 

• A standard timetable for destruction of outdated 
controlled substances was established. All 
outdated controlled substemces must be destroyed at 
least quarterly. 

• At ward level, the inspectors must sanple 
dispensing entries against medical administration 
records . 

• Steuidards for automated dispensing equipment 
inspections and verification were established. 

C. Reduction of inventories: 

• All stock of controlled substances have been 
removed from VA warehouses . 

• Overall pharmacy stock, including controlled 
substances, has been reduced through the use of 
prime vendor distribution and just-in-time ordering 
and delivery. 

D. Biifjloyee Integrity: 

« An educational video concerning eiqployee integrity 
was developed, and released to all facilities. All 
new and current pharmacy ei^ployees must view the 
video . 
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• Access to pharmacy service by non-pharmacy 
personnel has been limited via directive and manual 
chemge . 

• Information regarding any theft of pharmaceuticals 
will be released to the respective State Board of 
Pharmacy. 

Regarding other needs for even greater enhancement of controlled 
substemce accotintability, VHA has two other action items in 
process. First, testing of electronic data interchange linkages 
between our wholesalers and VA's data base regarding purchases is 
ongoing. At this time, VA's data base will accept such data but 
at least one vendor is having problems making the interchange 
function successfully. Soon, this tool will enable pharmacy 
nmnagers to concmre procurement actions to dispensing actions; 
thus enhancing inventory capabilities. Second, controlled 
substance accoimtability for iiq^atients continues to be addressed 
as part of a Material Weakness in the Secreteucy’s Annual Fiscal 
Manager's Integrity Act report. Current time frame estimated for 
coupletion is FY 1999 based on the availability of internal 
resources. This action will enable coinplete documentation of 
controlled substance accountability for inpatients and real-time 
documentation of medication administration at the patient level . 

Question lit Please esqplain, in detail, the steps VA has taken to 
address the serious problems that have been highlighted in the 
past concerning the need to closely monitor the pharmaceutical 
inventory at the various VA facilities? What more needs to be 
done to protect the security of the addictive drug inventory at 
VA? 


Answer: Please see ans%rar to question 10. 

Question 12 : The written testimor^ provided by the American 
Federation of Government Employees (AP6B) raises serious 
questions concerning unacceptable response times and severe 
staffing shortages at VA fire departments. Are VA patients, 
eoployees and firefighters at great risk, as AF6B and the other 
firefighter unions suggest, and is it true that the situation at 
most VA fire departments can only be characterized as em accident 
waiting to happen? 

Answer: No. Patients, enqployees and fire fighters are not at 
'great risk' at VA Medical Caters with in-house fire departments 
as claimed by the testimoz^ provided by AGFB. Nor is it true 
that the conditions at these facilities can be characterized as 
*an accident waiting to happen.' 

VHA runs a conprehensive fire protection program at all VA 
facilities. We believe the results are evident in the 
Depeurtment's good record on fire loss experience. All VA fire 
departments are required to have in place mutual aid systems 
which permit facility fire fighters toc promptly summon assistance 
from outside departments should it ever be required. By the end 
of the current fiscal year, all VA Fire Departments will have 
received eui in-depth evaluation which reviews staffing levels, 
equipment, training and response capedsilities . VA Fire 
Departments are expected to respond to a fire at any location 
within the medical center in a shorter time frame them is 
considered acceptable from a coamunity fire department. (VA 
requirements for fire protection include a response to a medical 
center by a coamunity fire department with arrival of their fire 
apparatus within eight minutes. In contrast, VA fire departments 
are expected to be in position to initiate fire suppression 
within eight minutes with hose lines deployed. During the 117 
interior drills conducted to date, VA Fire Departments have 


7 



251 


averaged such a response in 7 minutes and 26 seconds . Most of 
our departments are capeU^le of even better performance than this, 
with 55% of the departments evaluated to date averaging less than 
7 minutes. The fastest drill time observed was 3 minutes and 47 
seconds. ' Twenty-five percent of the drills have taken less than 
5 minutes and 30 seconds) . 

With few exceptions, VA Fire Departments typically provide a 
prompt and effective response to incidents at their facilities, 
which enables the rapid extinguishment of emy fire discovered. 

In addition, many VA facilities are conpletely protected with 
automatic fire sprinkler systems which themselves provide a 
greater level of protection than is required National Fire 
Protection Association stemdards. The prompt response by VA fire 
fighters, especially when acconpanied by a conplete automatic 
fire sprinkler system at a facility, serves to keep almost all 
fires which do occur within the incipient stage, and results in 
these fires being pronptly extinguished with an absolute minimum 
amount of property damage or risk to our patients . It is 
important to note that, while the number of alarms to which a VA 
fire department responds may be quite high, the number of actual 
fires, including such things as overheated computer monitors, 
trash can fires, etc. is very low. This is because, at those 
facilities which operate a VA fire department, medical center 
staff have been trained and repeatedly reminded to call the fire 
department whenever anything unusual is observed or detected. 
Consequently, VA fire departments typically run dozens of *smell 
of smoke' and similar calls for every incident where an actual 
fire is present. These calls are typically caused by lint on 
steam radiators in the fall, overheated fluorescent light 
ballast's, etc. As such, these incidents pose no threat to 
patients or staff, however they do show up on fire department run 
sheets as an excessively high nximber of fire calls. 

Regarding concerns in the written testimony on staffing levels 
emd allegations involving OSHA regulations, VA fire departments 
are staffed to provide a minixnum of four fire fighters per shift 
and are required to operate in compliance with all applicedsle 
OSHA standards. 

All on-site VA fire departments must comply with all appliced^le 
OSHA (Occupational Safety and Health Administration) and NFPA 
(National Fire Protection Association) regulations regarding 
occupational safety and health of fire fighters. Current OSHA 
criteria for the fire service does not establish any minimum 
staffing levels for fire departments. However, OSHA does require 
that a minimum of four fire fighters be assembled before an 
interior structural fire attack cem be made on a fire beyond the 
incipient stage (use of hose lines greater than 1-1/2 inch and 
use of self contained breathing apparatus) . 

VA has allowed an exception to the four man staffing stamdard for 
a VA fire department via an equivalency process . The medical 
center may be granted an equivalency permitting on-duty VA fire 
department staffing to drop to a minimum of three trained, 
professional fire fighters on duty at all times under the 
following conditions: 

(1) All structures housing patients overnight are fully 
protected by an approved, automatic fire sprinkler system 
installed and maintained according to NFPA standards; (2) all 
structures housing esployees and their families overnight are 
equipped with hard wired smoke detectors; (3) local fire 
departments with which a mutual aid agreement exists are capable 
of providing pronpt "back-up* to the facility fire department 
during an emergency; and (4) the medical center fire department 
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has a vrritten protocol requiring the summoning of mutual aid 
assistance imnediately whenever an actual fire is discovered. 

The primary rationale for this equivalency is based upon the 
presence of the approved automatic fire sprinkler system 
throughout the patient occupied buildings. The presence of a 
concilete automatic fire sprinkler system in a facility 
substantially exceeds NFPA requirements for life safety in an 
existing healthcare facility. Extensive documentation by the 
NFPA (National Fire Protection Association) confirms the 
effectiveness and efficiency of automatic sprinkler systems. In 
fact, NFPA records contain no incidents where a fire occurred 
which resulted in multiple fatalities in a structure protected by 
an eq>proved and properly maintained automatic fire sprinkler 
system. Sprinklers, by their design, control and limit the 
spread of fire. Accordingly, individuals within a sprinkler 
protected structure are far safer than those in a structure 
lacking this isportant feature. Because of this additional level 
of life safety, the equivalency process within VA was initiated 
several years ago. By enploying this equivalency, a medical 
center may achieve a recurring cost savings of up to $120,000 per 
year without adversely effecting the level of life safety 
provided for our patients, visitors, and staff. VA has been 
working for several years to achieve complete automatic fire 
sprinkler protection within our patient occupied buildings. 

VA's fire department staffing equivalency process does not 
conflict with OSHA policy on the occupational safety and health 
of fire fighters. These equivalencies are to VA policy regarding 
the level of protection provided to patients housed overnight in 
our facilities. Automatic sprinkler protection may reasonably be 
e3q>ected to control the spread of any fire which does occur, 
preventing the fire from growing beyond the incipient stage 
before fire fighters are on the scene. In addition, and to 
insure the capability of dealing with a major fire, VA fire 
departments with equivalencies in place, are required by written 
policy to imnediately sumnon mutual aid assistance whenever a 
fire beyond the incipient stage is encountered and to refrain 
from fighting a fire beyond the incipient stage when only three 
fire fighters are present. 

Of the thirty VA fire departments, ten currently have staffing 
equivalencies permitting them to operate with a minimum of three 
fire fighters on duty at all times. These ten medical centers 
are: (1) Canandaigua, NY; (2) Martinsburg, WV; (3) Hanqpton, VA; 

(4) Murfreesboro, TO; (5) Tomah, WI; (6) Knoxville, lA; (7) North 
Little Rock, AR; (8) Ft. Harrison, MT; (9) Sheridan, WY; and (10) 
Chillicothe, OH. 

The information provided by the AFGE in the written testimony 
concerning specific facilities is not correct. The testimony 
references the American Lake Division of the VA Puget Sound 
Health Care System, stating that they received an award last 
September as the best VA fire department but that now they are 
being eliminated through a sharing agreement with Fort Lewis Army 
Base. The facts pertaining to this facility are somewhat 
different. First, there was no award for *the best VA fire 
department . * The department at American Lake was evaluated last 
year under the VA Fire Department Evaluation program and did show 
very good performance, with one observed drill, having a time of 
3:55 minutes, being the best ever observed up to that point in 
time. Overall performance of this department was rated as 'very 
good.* Other claims regarding this facility are addressed in the 
answer to Question 14. The information about the agreement with 
Fort Lewis is accurate. 
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The information provided in the testimony for the other stations 
is also incorrect. At Chillicothe, Ohio, VA Medical Center for 
exaiqple, the department's maximum on duty staffing is 5, not the 
7 noted by A7GB. The minimum nundjer of on duty fire fighters has 
consistently met VHA's minimum requirements and is fully adequate 
to operate the department ' s equipment . There is no lake at 
Chillicothe, nor does this department perform boat rescue. While 
there is a volunteer fire department in the area, there is also 
an extremely high quality, paid professional fire depeurtment with 
a minimum of 12 on duty personnel located slightly over four 
miles from the medical center and capable of responding to the 
facility under mutual aid in 9 minutes or less. 

VAMC Ft. Meade, South Dakota, is a 250 acre facility, not 8,000 
acres. The facility fire department does provide fire 
suppression to several thousand acres of BLM wild lands on a 
contractual basis. This was initiated by the facility fire 
department many years ago in order to improve the department's 
cost efficiency, and has never proved a problem for the Medical 
Center. The written testimony by AFGE on staffing numbers are 
accurate, however, this is a department where the fire fighters 
work a 72-hour week (24 hours per week per num more than the VA 
norm) , and staffing is fully adequate to maintain a minimum of 
four fire fighters on duty at all times. 

VAMC Battle Creek, Michigan, has repeatedly explored the 
possibility of combining Police and Fire Fighter )?ositions, 
however, they have been instructed by VKA Headqueurters ' Security 
and I,aw Enforcement Service, Engineering Management Office, and 
Humeui Resources Office that this is not a workable solution. 

The facility is protected throughout by an approved automatic 
fire sprinkler system, and a total of 4 (not one) outside fire 
departments are in the area and cm be sumooned for assistance 
via mutual aid when necessary. 

The comments concerning VAMC Sheridan, wyooiing, loeing “staffed so 
it can operate it's three pieces of equipment on Tuesdays' is 
confusing. Bquiianent at Sheridan consists of one 1250 gpm 
pumper, one 250 gpm brush rig and an ambulance. Tbese units all 
serve completely different purposes, and there is neither the 
intention nor the need to 'operate it's three pieces of 
equipment' at the same time. Staffing at this department is 
below the normal 14 shift personnel and a chief, however, here 
again this department operates on 72-hour tours of duty, 
therefore, requiring less staff. The available staffing at 
Sheridan is sufficient to permit the facility fire department to 
maintain the minimum level of coverage required by VA policy. 

The eUsove information should clarify the concerns raised by the 
AFGE. VA Fire Departments do provide a wide range of services to 
our Medical Centers, and, when operating as intended, are a real 
asset to the facilities in dealing with the full gamut of 
emergency situaticais which a Medical Center may encounter. VA 
Fire Departments are professional, dedicated organizations. In a 
very real sense, VA Fire Fighters are the nation's *exi>erts' in 
healthcare fire fighting, as was shown last year when the 
producers of the Fire Service training series 'American Heat' 
chose to utilize the VA Fire Department at Togus, Maine as a 
source of expertise when preparing a video training progreun on 
healthcare fire fighting which has been distributed worldwide. 

VA is extremely proud of its record of fire safety and of the 
ongoing fire prevention programs which provide this high level of 
safety to our patients, visitors, 2 u>d staff. Our VA Fire 
Departments play a significant role in these programs at those 
medical centers which operate in-house fire departments. VA Fire 
Departments also provide an extreotely quick initial attack to any 
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fir« which does occur. 'Hiis in turn has the effect of limiting 
the spread and scope of any such fire and significantly enhances 
the overall level of fire safety at the facility. The 
cood>ination of a cooprehensive fire prevention program, cotpled 
with the presence of a VA Fire Department, provides a 
significantly higher level of life safety to our patirats and 
staff th4m may be found in most medical facilities. 

Question 13: The International Association of Fire Fighters 
(lAFF) c<»itacted our Subcommittee staff with serious concerns. 
They claim the VA is focusing too much attention on contracting- 
out VA fire protection, with little, if any, attention being paid 
to cost effectiveness and patient safety. For example, the lAFP 
indicated that five separate VA-coemissioned cost assessment 
studies indicated that the VA could most efficiently provide fire 
protection by using its own fire department, yet the VA went 
ahead with contracting out plans . Can you speak to these 
concerns? 


Answer: Without benefit of the specific information submitted to 
the Siibconnittee staff by the lAFP, we are unable to substantiate 
any specifics conditions in these claims. In the Veterans Health 
Administration's (VHA) Prescription For Change, one of the 
objectives is to focus management attention on VHA's key business 
of providing health care, with this in oiind, one of the actions 
in the Prescription For Change to acccmplish this objective is to 
continue to explore ocq^rtunities for contracting out fire 
suppression services where possible. Of the seven medical 
centers to eliminate their in-house fire departments within the 
past ten years, only two medical centers have contracted out for 
fire suppression. The American Lake Division of the VA Puget 
Sound Health Care System contracted out for fire sus^ression 
services through a sharing agreement with the Port I,ewis Amy 
Base in June 1997 as addressed in Questions 12 and 14 . The 
Livermore, CA Division of the VA Palo Alto Health Care System 
contracted out services in 1996 to the local county fire 
d^artment. In both cases, the individual medical centers will 
achieve cost savings without inpacting the level of safety for 
patients, enployees and visitors. All other closures of VA fire 
departments in the past ten years have been accooplished with the 
local comnunity taking responsibility for fire suppression 
services at no cost to VA. This responsibility was transferred 
when the coconunities and their fire departments grew to the point 
where they were capable of meeting minimum VA requirements for 
fire sucpression and they had a legal obligation to provide the 
service. We believe in all cases, safety of VA patients, 
eiqployees, and visitors have not been conprcmiised . 

Question 14 : The American Federation of Government Boployees 
(AFL-CZO) contacted the Subcoomittee staff about the recent 
decision to contract-out fire protection sx^pression at the VA 
Medical Center at American Lake. Please provide the .Subcommittee 
with the annual cost of operating the American Lake VMtC fire 
department and the annual value of all other services previously 
performed by the fire fighters including back-filling for police 
and safety officers. Also, explain vdiat iopact the decision to 
eliminate the American Lake VAI^ fire department will have on the 
quality of care provided to veterans as well as the risk of loss 
of or injury to life and property. 

Answer: The average annual cost (salaries) of operating the fire 
department at the American Lake Division of the VA Puget Sound 
Health Care System over the past year was $469,900. The aimual 
cost of the contract with Fort Lewis Amy Base to provide fire 
suppression services is $165,900 with the cost to be adjusted 
annually by CPI. The contract is effective through June 20, 

2002 . The cost for recurring maintenance and testing of fire 
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prot«ctiMi syateaw, previously conducted l^y the tire depertaent, 
will be < 4 pproxiaately $20,000 per year. 

The annual value of all other services previously perfomed by VA 
fire fighters encoapasses several elements. Many of the 
additional services they provided were due to the fact that they 
were available 24 hours a day. ntese duties consisted of such 
activities as facilitating snow removal, responding to disruptive 
behavior calls, etc. These duties are now reassigned to other 
staff at the facility with no degradation in response or increase 
in cost. TWO positions that did not previously exist have been 
created to r^lace some fire department services in the safety 
and escort functions, and additional funding will be needed to be 
allocated to cover soine maintenance and repair functions and 
laundry delivery that will no longer be covered by the fire 
fighters. The cost for these positions and the additional 
coverage is estistated at $85,799 per year. The total cost of 
providing the same level of protection is $271,698 as coopared to 
$469,900 for the in-house fire d^artment. 

TVo additional police positions were recently authorised and are 
not related to the termination of the facility's fire departstent. 
A review of the police staffii^ determined that a minimum of 
three police officers at the Seattle Division and two at the 
American lake Division should be on duty at all times to assure 
the safety of employees and security of property. These 
functions can not be acconplished by the fire fighters since they 
do not have law enforcement authority. 

The decision to contract out fire suppression services at the 
American Lake Division will have minimal iapact on the quality of 
care provided to veterans at this facility, as well as the le^^l 
of safety and property protection. The response by the Port 
Lewis Army Base fire department is estimated to be well within 
our minimum fire department response requirement of eight 
ounutes. The North Port Lewis fire station (one of four on the 
base) is on property adjacent to the American Lake Division. The 
fire crew- responding to calls at the American Lake Division will 
travel a dedicated paved road of about one mile. A mutual aid 
agreoaent is also in effect between the Port Lewis Amv^ Base and 
the Pierce County fire department to provide back xqp s^qport at 
the VA should the need arise (see attached decision) . This 
decision was made after a thorough analysis of all issues. The 
decision to close the facility, fire department was not meant to 
demean the outstanding efforts of the professional fire fighters 
trtao staffed the American Lake Division fire department. All ten 
fire fighters, including the five tesporaries, were offered 
positions at the facility. Bight have elected to remain, one has 
chosen to take a position else^ere in VA and another declined a 
position. The euiditional cost savings generated by this decision 
will be effectively used to enhance care to our patients. The 
Asterican Lake Division will join the other 143 VA Medical- Centers 
^o receive fire suppression services from local conmunity fire 
departments . 

Question ISi Describe the purpose of oversight of police 
operations at medical facilities, describe how this oversight is 
conducted, the information gained from oversight and the changes, 
if any, «rtiich have resulted from this information? How 
frequently is oversight conducted? 

Answeri The purpose of oversight of police (^rations at medical 
care facilities is to determine idiether the conduct of those 
operations are consistent with VA policies. Periodic m-sight 
inspections are conducted of each local police operation by an 
inspector from OS&LB, utilising a standardized Inspection Guide 
containing over 100 criteria of policy requirements and 


12 



256 


e9(p«ctatiozui. nie findinga and racoanendationa of the 
Inapectiona are aent through the Chief Network Officer to the 
facility director for action. Ihe facility reaponda with an 
inplenentation plan. Zf the facility reaponae ia conaidered to 
be inadequate in any aignificeuit way, a repreaentative of OS&LB 
Biakea an apprc^riate follow-\qp. Changea that have reaulted are 
facility focuaed, making them difficult to identify overall. 
Generally, however, the inapection proceaa haa aided in focuaing 
aignificant attention on aecurity and law enforconent iaauea 
Department-wide . 

The average time between inapectiona at any given facility ia 
currently 4.2 yeara. Since thia ia an average, aome are 
inspected more frequently than othera. If a facility ia 
conaidered unaatisfactory when inapected, em inspection is 
conducted again in about one year. Conversely, if a facility is 
conaidered highly satisfactory, it will likely be more than 4.2 
years before it is inspected again. 

Question 16s Describe the improv^nents in local police services 
at Vh facilities during the last four years. Have these 
improvements been made at all Vk facilities? 

Answers As stated in the oral testimony we believe VA has made 
important improvements in local police services during the last 
four to six years . 

We believe that a key to improving our individual police and 
security operations is to focus on ensuring that our facilities 
have a sufficient ntindser of qualified and physically functional 
police officers, who are a^ropriately trained, si^^ervised emd 
equij^^ed to provide protection and law enforcement services. One 
method used to facilitate this is to significantly expand and 
inprove our training curriculum. The basic training course was 
expanded, supervisory training was added to the curriculum, and 
legal and behavior specialists are now a part of our training 
center staff. We now provide much inproved training to our basic 
officers and we provide a training course for our new chiefs, 
annually. To improve services provided at the facilities, we 
have tailored our inspection process to focus on certain critical 
eleoients of a police and security operation. These include 
ensuring that the a^r^riate number of officers are on duty, 
that there are workable communication procedures to ensure timely 
response, that pre-enployment screening requironents are being 
acconplished, and that both initial and annual pt^'sicals and 
psychological assessments are being acccmplished. Other critical 
elements include ensuring that inservice training is being 
accomplished, that law enforcement activities are being 
accomplished in a legally and technically correct manner, that 
each operation has a current and cooprehensive standard operating 
procedure and that annual physical security surveys are being 
COTpleted. By focusing on these critical areas auid being 
insistent in our inspection process that they be corrected, we 
have assured that better services are being provided locally. 

To answer the second part of your question, as acknowledged in 
testimony given, all facilities are not equal in the level of 
improvements made. But we have made significant progress and «re 
hope to continue to do so as we go forward with the program. 

Question 17 1 How many hours a month do VA police officers devote 
to maintaining their proficiency with firearms and what are the 
direct and/or indirect costs associated with maintaining 
proficiency? There are two pilot sites in Chicago, how smny 
hours a month do Chicago municipal police devote to maintaining 
their proficiency with firearms? 
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Abotmts nie nuaber o£ hours and costs for training VA officers 
vary froa aiMith to month. A Specific ntunber of hours has not 
been established. However, there is periodic, mandatory and 
reccsnBoided training. 

A. Mandatory refresher training for amed VA police 
officers consists of the following: 

• Semi-annual range qualification; 

« supervised monthly training for uniformed officers 
in safely drawing the firearm from the security 
holster; 

• supervised monthly training for all officers in 
handgun retention; and 

• quarterly training on escalation of force and the 
use of deadly force. 

.B. ..Recoemended training for armed officers consists 
of the following: 

« supervised quarterly range training by a certified 
firearms instructor; 

• supervised judgmental training utilizing the Firearm 
Training Syston or similar system; and 

• supervised training in firing in reduced lighting. 

A contact with the Chicago Police. Department revealed that there 
is no periodic firearm proficiency training. That Department 
requires only annual range qualification. A check with the Cook 
County Hospital Pol-ice revealed the same, and a check with the 
university of Illinois Police revealed only a semi-annual range 
qualification . 

Questioa 18t During the pilot project, has ai^ VA police officer 
drawn his or her firearm? Has lethal force been used? 

Answer: To date, there have been three occasions in which VA 
police officers have drawn their firearm. On one of the 
occasions em officer drew her firearm when making an arrest of a 
burglar; on one occasion one of C%ro officers (both armed) drew 
his firearm when approaching an individual with a handgun that 
had just been discharged; and on the third occasion one of two 
officers (both armed) drew his firearm when approaching an 
individual who heKi been reported to be armed. To date no VA 
police officer has discharged his or her firearm, except on the 
firing range, euid no lethal force has been used. 

Queatioa 19: As I understand your statement, there is evidence 
that VA police officers at pilot sites were exercising more 
vigileuoce in the key areas of investigative stops and car stops. 
How do you explain this reported finding? How significant were 
the changes identified? What steps can be taken to insure VA 
police officers at non-pilot sites exercise more vigilance in the 
key areas of investigative stops and car stops. 

Answer: As indicated in the response to question number 1, there 
is justified concern on the part of our officers for their own 
safety when accroaching a suspicious person. This is also the 
case tdien ^jpi^oaching a vehicle tdiich has been stopped because 
the driver is believed to have violated a traffic law or because 
of some other reason. This concern is significantly multiplied 
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light is low and visibility, is poor. One simply does not 
know what type o£ a weapon a suspicious person or a driver 
passing through VA property may be carrying if any. Our officers 
are well aware from escperiehce that persons do enter VA buildings 
and grounds with a variety of weapons capable of being used 
lethally and that the officers may well be at a significant 
disadvantage. When these officers believe that they would have 
at least an even chance should the person they stop be armed, 
they are more likely to make the investigative stop or car stop. 

The findings to date are preliminary, but most facilities have 
shown some increases in these areas. All showed some increases 
in the number of car stops, euid three of the five showed 
increases in investigative stops. The most significant increase 
was at West Los Angeles, where the number of car stops were 
estimated to have increased from 109 to 323 for the period 
evaluated. A large volume of drive through traffic at West Los 
Angeles is a significant issue which VA police must confront. 

Meuxy of these persons are speeding and causing dangerous 
situations for pedestrians. The acting Chief at West Los Angeles 
has indicated that since officers there have been armed, he no 
longer has to seek out officers to operate the radar detector. 

He now has volunteers on each shift, everyday. 

Officers at non-pilot sites can be encouraged to exercise more 
vigilance in the key areas of investigative stops and car stops 
by putting requirements in their performance plans that they do 
so. However, this will not change the situation of having police 
officers knowing they are at a potential disadvantage if they 
encounter an individual who is in possession of a firearm or 
other lethal weapon. It is well accepted that investigative 
stops and car stops are among the three most dangerous situations 
for police officers, with the third being domestic disputes. VA 
police officers know that these are dangerous situations and they 
know that all killings of other VA officers hy gunfire have been 
during investigative atop type incidents. VA officers as are all 
law enforconent officers are, quite cautious when encountering 
potentially dangerous situations. 

Question aOt According to your statement, 'VA's 160-hour basic 
course appeared to be consistent with the standards established 
by the Federal Law Bnforcament Training Center (PLBTC) and at 
several state academies.* Is VA's 160-hour basic course 
consistent with the standards established by FLETC and at several 
state academies? In what respect is it not? 

Answeri As indicated in the response to question nundoer 8, as a 
part of the development of the pilot program, we requested a 
review of our training programs by the FBI Acadeo^. In 
accoiqplishing this, we supplied voluminous material regarding our 
basic police officer training program to John Canpbell, Ph.D., 

FBI Acadenv Acadeodc Section Chief. Dr. Caiqpbell had agreed to 
review the basic 160 training course to coiqpare it to the basic 
officer training course offered at FLETC. ^ correspondence 
dated i4>ril 29, 1996, Dr. Can^^ell responded to our request. 

This response (attachment to Question #8) was the basis for the 
statement in VA's testimony. Dr. Canv^ll coiqpared our course of 
training to similar curriculum design for FLETC and for 'several 
state academies.* Dr. Canpbell indicated that our 160 hours 
course, '...^^ars to be consist^t with the standards established 
by the aforementioned training courses . The curriculum design is 
expropriate and the reference material, both books and documents, 
etre consistent with those reference materials utilised in Basic 
Officers Training.* Dr. Campbell continued, '...the Basic Training 
Course for VA police officers shears to be relevant and 
consistent with basis law enforcement training; however, the FBI 
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Acadaav at Quantxco, Virginia, does not certify nor accredit the 
basic law enforcement training course . * 

We believe that our basic police officer course is consistent 
with standards estedslished for basic police officer training, 
whether it be standards of FLBTC or 8tand2u:ds established by 
state academies . Since we did not accoiqplish the review we are 
not able to say in what way Dr. Campbell may have believed that 
our training i^as not consistent with standards of FLETC or those 
established by state academies. We can say that Dr. Campbell 
made no reconmendations to us for inproving our course of 
training . 

Additionally, the basic police training course provided to newly 
appointed VA police officers has inportant unique features when 
CMipared to traditional law enforcement training. In the 
training provided at the L 2 TC special enphasis is placed on 
dealing with patients, diffusing hostile and aggressive behavior 
with the minimum use of force and providing cust^ner service. 
Students are taught that their role in the medical center setting 
is that of a police officer who is skilled to protect their 
clientele and to f\inction as an integral part of the patient 
treatment team. 
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Part I 

PURPOSE. APPLICATION AND OBJECTIVKS 

1. PURPOSE: The purpose of this Training Unit is to describe authorized and prohibited 
uses of a firearm by police officers; to provide guidelines on the use of force, to include 
deadly force, and to establish training and qualification requirements. 

2. APPLICATION: 

a. This program must be SUCCESSFULLY completed by every police officer prior 
to the issuance of the Department approved firearm. No deviation from program requirements 
will be authorized. 

b. Each police officer authorized to carry a firearm must be provided with a copy of 
tliis unit for personal guidance. 

3. OBJECTIVES: 

a. To establish guidelines for the training, issuance and use of the Department 
approved firearm. 

b. To prescribe conditions justifying the use of the firearm and rules of engagement. 

c. To establish procedures for reporting and reviewing the use of the firearm. 

d. To establish qualification requirements. 
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PART II 
USE OF FORCF. 


1. INTRODUCTION: 

a. VA Policy requires that the use of deadly force by VA police officers be consistent 
with the guidance from the Department of Justice. On October 16, 1995 the Department of 
Justice issued a directive concerning the use of deadly force. The following information is 
consistent with that directive. 

b. The Department of Veterarrs Affairs hereby establishes uniform procedures with 
respect to the use of deadly force. This section will provide practical guidance for officers 
who must make grave decisions regarding the use of deadly force under the most trying of 
circumstances. It has always been the philosophy of the Department of Veterans Affairs that 
only the minimum amount of force necessary be used by VA police officers to control violent 
situations. The addition of a firearm as an equipment item for VA police does not indicate 
any modification in that philosophy. VA police officers who carry a firearm are expected to 
make every attempt to de-escalate violent and potentially violent situations with the minimum 
amount of force: The safety of all persons in the area of an incident is of paramount 
importance. 

2. PRINCIPLES ON THE USE OF FORCE: 

a. The Department of Veterans Affairs recognizes ami respects the integrity and value 
of all human life. Consistent with that primary value, but beyond the scope of the principles 
articulated here, is the Department’s full commitment to take all reasonable steps to prevent 
the need to use deadly force, as reflected in Departmental training and procedures. Yet even 
the best prevention policies are on occasion insufficient, as when an officer serving a warrant 
or conducting surveillance is confronted with a threat to their life. With respect to these 
situations and in keeping with the value of protecting all human life, the touchstone of the 
Department’s policy regarding the use of deadly force is necessity . Use of deadly force must 
be objectively reasonable under all the circumstances known to the officer at the time. 

b. The necessity to use deadly force arises when all other available rrteans of 
preventing imminent and grave danger to officers or other persons have failed or would be 
likely to fail. Thus, employing deadly force is permissible when there is no safe alternative to 
using such force, and without it the officer of others would face imminent and grave danger. 
Officers are not required to place themselves, another officer, a suspect, or the public in 
unreasonable danger of death or serious physical in jury before using deadly force. 

c. Determining whether deadly force is necessar.' may involve instantaneous 
decisions that encompass many factors, such as the likelihood that the subject will use deadly 
force on the officer or others if such force is not used by the officer; the officer’s knowledge 
that the subject will likely accpiiescc in arrest or recapture if the officer uses lesser force or no 
force at :ill; the capabilities of the subject: the subject’s access to cover and wca|ions; the 
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presence of other persons wlio may be at risk if force is or is not used; and the nature and the 
severity of the subject’s criminal conduct nr tlie danger posed 

d. Deadly force should never be used upon mere suspicion that a crime, no matter 
how serious, was committed, or simply upon the officer’s determination that probable cause 
would support the arrest of the person being pursued or arrested for the commission of a 
crime. Deadly force may be used to prevent the escape of a fleeing subject if there is probable 
cause to believe: 

(1) The subject has committed a felony involving the infliction or threatened infliction 
of serious physical injury or death, 

(2) The escape of the subject would pose an imminent danger of death or serious 
physical injury to the officer or to another person. 

c. As used in this training unit, “imminent” has a broader meaning than “immediate” 
or “instantaneous.” The coitcept of , “imminent” should be understood to be elastic, that is, 
involving a period of time dependent on the circumstances, rather than the fixed point of time 
implicit in the concept of “ immediate” or “instantaneous.” (Thus, a subject may pose an 
imminent danger, or has a weapon within reach, or is running for cover carrying a weapon, or 
rurming to a place where the officer has reason to believe a weapon is available). 

3. LESSER MEANS: 

a. Intermediate force . If force less than deadly force could reasonably be expected to 
accomplish the same end, such as the use of the CIP or the side-handle baton, without 
unreasonably increasing the danger to the officer or to others, then it must be used. Deadly 
force is not permissible if less force will control a violent or potentially violent situation, 
although the reasonableness of the oflicer’s understanding at the time deadly force was used 
shall be the benchmark for assessing applications of this policy. 

b. Verbal Warnings . Before using deadly force, if feasible, officers will audibly 
command the subject to submit to their authority. Implicit in this requirement is the concept 
that officers will give the subject an opportunity to submit to such command unless danger is 
increased thereby. However, if giving such a command would itself pose a risk of death or 
serious physical injury to the officer or others, it need not be given. 

c. Warning Shots And Shooting To Disable . 

Warning shots arc prohibited. Discharge of a firearm is usually considered to be 
permissible only under the same circiiinstanccs when deadly force may be used . . that is, 
only when necessary to prevent loss of life or serious physical injury. Warning .sliots 
themselves may pose dangers to the officer or others. Attempts to shoot to wound or to injure 
arc unrealistic and because of high miss rates and (XHir stopping effectiveness, can prove 
dangerous for tlic olficcr and others. I hcreloie, sluHiling merely to disable is strongly 
discoiiian.ed. 
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d. Motor Ve hicles And Tlicir Occupanls . 

Experience has demonstrated that the use of firearms to disable moving vehicles is either 
unsuccessful or results in an uncontrolled risk to the safety of officers or others. Shooting to 
disable a moving motor vehicle is prohibited. An officer who has reason to believe that a 
driver or occupant poses an imminent danger of death or serious physical injury to the officer 
or others may fire at the driver or an occupant only when such shots are necessary to avoid 
death or serious physical injury to the o^icer or another, and only if the public safety benefits 
of using such force reasonably appear to outweigh any risks to the officer or the public, such 
as from a crash, ricocheting bullets, or return fire from the subject or another person in the 
vehicle. Except in rare circumstances, the danger permitting the officer to use deadly force 
must be by means other than the vehicle. 

4. USE OF DEADLY FORCE : 

a. PERMISSIBLE USES : 

(1) General Statement. Police officers of Uie Department of Veterans Affairs may use 
deadly force only when necessary, that is, when the officer has a reasonable belief that the 
subject of such force poses an imminent danger of death or serious physical injury to the 
officer or another person. 

(2) FI. BEING FELONS. Deadly force may be used to prevent the escape of a 

fleeing subject if there is probable cause to believe: - 

(a) The subject has committed a felony involving the infliction or threatened infliction 
of serious physical injury or death; and 

(b) The escape of the subject would pose an imminent danger of death or serious 
physical injury to the officer or to another person. 

b. NON - nEADl.V FORCE . When force other than deadly force reasonably 
appears to be sufficient to effect an arrest or othenvise accomplish the law enforcement 
purpose, deadly force is not necessary. 

c. VERBAL WARNINGS . If feasible and if to do so would not increase the danger 
to the officer or others, a verbal warning to submit to the authority of the officer shall be given 
prior to the use of deadly force. 

d. WARNING SHOTS. WARNING SIIO I'S ARE^Bf •’•WHIHITED. 

c. VEIIICLF.S . 

( I ) l;x|icricncc has demonstrated that ihc use of fneanns to disable moving vehicles is 
cither iinsiicecssliil or results in an unconirolled n .1; to die safely of oflicers or others. 
.Shooling to disalile a iniiviiig hkhoi- vehitle is |■^l•hillite■l. An oflirei who has reasrm to 
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believe that a driver or occupant poses an iininincnt danger of death or serious physical injury 
to the officer or others may fire at tlie driver or an occupant only when such shots are 
necessary to avoid death or serious physical injury to the officer or another, and only if the 
public safety benefits of using such force reasonably appear to outweigh any risks to the 
officer or the public. Except in rare circumstances, the danger permitting the oflicer to use 
deadly force must be by means other than the vehicle. 

(2) WEAPONS MAY NOT BE FIRED SOLELY TO DISABLE A MOVING 
VEHICl.E . 

(3) Weapons may be fired at the driver or other occupant of a moving vehicle 
only when: 

(a) The officer has a reasotrable belief that the subject poses an imminent danger of 
death or serious.physical injury to the officer or another. 

f. ' -VtClOUS.ANlMALS . Deadly force may be directed against dogs or other vicious 
animals when necessary in seif - defense or defense of another, and the benefrts of such force 
outweighnthe risks to the safety of the officer or other persons. 

g. DEFINITIQUS: 

(1) Deadly force is the use of ruiy force that is likely to cattse death or serious 
physical injury. When an officer of the Department uses sueh force, it may only be done 
consistent with this policy. Force that is not likely to cause death or serious physical injury, 
but unexpectedly results in such harm or death, is not governed by this policy. 

(2) Probable cause, reason to believe or a reasonable belief, for purposes of this 
Training Unit, mearts facts and circumstances, includirrg the reasonable inferences drawn 
therefrom,''known to the officer at the time of the use of deadly force, that would cause a 
reasonable officer to conclude that the point at issue is probably true. The reasonableness of a 
belief or decision must be viewed from the perspective of the officer on the scene, who may 
often be forced to make split - second decisions in circumstances that are terrse, unpredictable, 
and rapidly evolving. Reasonableness is not to be viewed from the calm vantage point of 
hindsight. 
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I'ART III 

ROLE AND SPECIFICATIONS OF THE SEMIAUTOMATIC PISTOL . 

HOLSTER AND AMMUNITION 

1 . Since the decision has been made to arm selected V A police personnel with a 
semiautomatic fireaim, it has been determined that a double action only system will be 
utilized. This semiautomatic system only allows the weapon to be fired with a deliberate 
stroke of the trigger mechanism. This type of system has been proven to be the easiest and 
safest system for police personnel to operate and to be trained with. The double action only 
semiautomatic system has been referred to as a revolver with a magazine. Each of the 
selected persons will attend an approved firearms transitional pistol course of training to 
ensure that they are completely familiar with the operation and safe weapons handling of tlie 
selected handgun. All officers will be required to qualify on an approved course of fire with 
the issued handgun and duty ammunition on a semiannual basis. 

2. The authorized semiautomatic pistol for selected personnel must meet the following 
criteria: It must be 9mm Luger caliber (9 x 19) semiautomatic pistol with double action 
trigger mechanism only. The frame will consist of an aluminum alloy with steel slide. The 
safety features must include a magazine disconnector, firing pin safety, and trigger weight 
nine to eleven pounds set at the factory. NO MODIFICATIONS OR ALTERATIONS 
ARK AI.I.OWKD. such as “ trigger shoes, extended slide stops, extended magaane release 
and no after market extended magazines.” The sights will consist of front and rear trijicon 
night sights. 

3. The holster authorized by the Office of Security and Law Enforcement must be equipped 
with a minimum of three safety features. The holster will be equipped with a thumb break 
release, an internal safety feature, and a tension release. The holster must be black in color 
and constructed of high quality material. All uniform personnel will be issued dual magazine 
carriers with Velcro closure and four (4) belt keepers of matching material. The holster 
familiarization will consist of 200 draws in the presence of a firearms instructor. 

The holster for plain clothes officers authorized by the Office of Security and Law 
Enforcement must be equipped with a minimum of one safety feature, a thuihb break retaining 
device. The holster will be of a design to be carried for a strong side draw. The holster will 
be equipped with a paddle type retainer, adjustable retention screw and thumb break release. 
The holster must be black in color and constructed of high quality material. All plain clothes 
personnel will be issued a single magaz.inc carrier with Velcro closure and belt clip. 

4. Issued duty ammunition will be 9mm Luger caliber, 1 24 grain brass jacketed hollow point, 
NO SIII I S ITTIITIONS ARK AL LOWED. All qualification courses will lx: fired with 
issued duty ammunition. Issued duty anuniinitiou wilt be cx|>cnded every six (6) months 
during range qualification and new duty ainimmition will be issued. Ilie 9inm Luger caliber, 
full melal case. 1 24 grain cartridges may be used tm training purposes only. 
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MRT IV 

TRANSITIONAI. PISTOL TRAINING 

1 . PHASES OF TRAINING: Transitional pistol training is divided into two phases: 
Preparatory marksmanship training and range Tiring. Each phase may be divided into 
separate instructional steps. All marksmanship training must be continually progressive. 

Once the ofTicer becomes proficient in the fundamentals of marksmanship, the officer will 
then progress to the advanced techniques of tactical marksmanship. Tactical marksmanship 
techniques should only be practiced after the basic marksmanship skills have been acquired. 

2. FUNDAMENTALS: 

a. The main use of the pistol is close range engagement of lethal force encounters with 
quick, accurate fire. In shooting encounters, it is not the first round fired that wins the 
encounter, but the first accurately fired round. Accurate shooting results from knowing and 
correctly applying the elements of marksmanship. The elements of pistol marksmanship are; 

* Grip 

* Aiming 

* Breath Control 

* Trigger Squeeze 

* Target Engageinent 

* Positions • 

b. Grip 

(1) The handgun must become an extension of the hand and arm. It should replace 
the index finger in pointing at any object or target. A firm, uniform grip must be applied and 
acquired to the pistol grip. A proper grip is one of tlie most important fundamentals of rapid 
or quick fire shooting. 

(2) One - hand Grip: Holding the handgun in the non - firing hand; form a V with 
the thumb and forefinger of the strong hand ( firing hand). Place the handgun in the V with 
the front and rear sights in line with the firing arm. Wrap the lower tliree fingers around tlie 
pistol grip, applying equal pressure with all tliree fingers to the rear. Allow the thumb of the 
firing hand to rest alongside the handgun without pressure. Grip the weapon tightly with 
sufficient pressure to leave a light grip panel impression in the palm of the strong hand. At 
this point, the necessary pressure for a proper grip lias been established. Place the trigger 
finger between the tip and second joint so that it can Ik- squeezed to the rear. The trigger 
finger must work independently of the remaining fingers. NOTE: If any of the three fingers 
on tlie grip is relaxed, the grip must be reapplied. 
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(3) Two - hand Grip: The two - hand grip allows the officer lo steady the firing 
hand and provides maximum support during deliberate or rapid fire shooting. The non - firing 
hand becomes a support mechanism for the firing hand by wrapping the fingers of the non - 
firing hand around the firing hand. Two - hand grips ate recommended for all types of 
handgun shooting. 

WARNING 

IF THE NON - FIRING THUMB IS PLACED TO THE REAR OF THE PISTOL THF. 
RECOIL FROM THE PISTOL SLIDE COULD CAUSE PERSONAL INJURY. 

(a) Fist Grip: Grip the handgun as described in the paragraph above. Firmly close 
the fingers of the conferring hand over the fingers of the firing hand, ensuring that the index 
finger from the non - firing hand is between the middle finger of the firing hand and the 
trigger guard. Place the non - firing thumb alongside or on top of the firing thumb. The index 
finger of the support hand should be in contact with the bottom of the trigger guard. This grip 
is commonly referred to as a clam shell. 

(b) Palm Supported Grip: This grip is commonly referred to as the cup and saucer 
grip. Place the non -firing hand under the firing hand, wrapping the non - firing fingers 
around the back of the firing hand. Place the non - firing thumb over the middle finger of the 
firing himd. 

(c) Weaver Grip: Applied the same as the fist grip. The exception is that the non - 
firing thumb is wrapped over the firing thumb. 

(4) Isometric Tension: As you raise your arms to the firing position you apply 
isometric tension. This is commonly know as the push - pull method for maintaining 
weapon stability. Isometric tension is when you apply forward pressure with the firing hand 
and pull rearward with the non -firing hand with equal pressure. This creates an isometric 
force but never so much to cause the officer to tremble. This steadies the pistol and reduces 
barrel rise from recoil. The supporting arm is bent with the elbow pulled downward. The 
firing arm is fully extended with the elbow and wrist locked. The officer must experiment to 
find the right amount of isometric tension lo apply. Remember, the firing hand should exert 
the same pressure as the non -firing hand. If the pressure is not equal, a missed target could 
result. 

(5) Natural Point of Aim: The officer should check their pistol grip positioning for 
the use of a natural point of aim. To accomplish this check, grip the handgun and sight 
properly on a distant target. Wliilc maintaining llie grip and stance, close your eyes for three 
to five seconds. Open your eyes and check for proper sight picture. If the point of aim is 
disturbed, make the adjustments to your stance to compensate. If the sight alignment is 
disturbed, you adjust the grip to compensate by removing the handgun from the firing hand 
and reapplying tlic grip. The officer will repeat this process until the sight alignment and 
sight placenient remain almost the same when you open your eyes This enables the officer lo 
iletennine and use a natural (Kiinl ol'aiin once you have siiHicicnlly practiced This is the 
most lelascd position for hohline. and rninr* lh>' h.'indgnn 
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c. Aiming 

( 1 ) Aiming is sight alignment and sight placement. Sight alignment is the centering 
of the front blade in the rear sight notch. The top of the front sight is level with the top of the 
rear sight and is in correct alignment with the eye. For correct sight alignment, you must 
center the front sight in the rear sight. You will then raise or lower the top of the front sight 
so it is level with the top of the rear sight. There should be an equal amount of light on both 
sides of the front sight as you look through the rear sight. You will alsvays introduce the 
sights of the pistol into your line of sight. The front sight must remain perfectly clear. 

(2) Sight placement is the positioning of the handgun’s sights in relation to the target 
as seen by you when you aim the handgun. A correct sight picture consists of correct sight 
alignment with the front sight placed under the center mass of the target, commonly referred 
to as a six o’clock hold. The eye can focus only on one object at a time at different distances. 
Therefore the last focus of the eye is always on the front sight When the front sight is seen 
clearly, the rear sight and target will appear hazy. Correct sight alignment can only be 
maintained through focusing on the front sight. The bullet will strike the target even if the 
sight picture is partly off center but still remains on the target. Sight aligrunent is more 
important than sight placement. Since it is impossible to hold the handgun completely still, 
you must apply trigger squeeze and maintain correct sight alignment while the handgun is 
moving in aitd around the center of the target. This natural movement of the pistol is referred 
to as the wobble area. The officer must strive to control the limits of the wobble area through 
proper breath control, trigger squeeze, positioning and grip 

(3) Sight alignment is essential for accuracy because of the short sight radius of the 
handgun. For example, if a l/IO - inch error is made in aligning the front sight in the rear 
sight, the officer’s bullet will miss the point of aim by approximately IS inches at a range of 
25 yards. The 1/10 - inch error in sight alignment magnifies as the range increases - - at 2S 
yards it is magnified approximately ISO limes. 

(4) Focusing on the front sight while applying proper trigger squeeze will help you 
resist the urge to jerk the trigger and anticipate the actual moment the handgun will fire. 
Mastery of trigger squeeze and sight alignment requires practice. 

d. BREATH CONTROL: The officer must leam to hold their breath properly at any 
lime during the breathing cycle if you wish to a::ain accuracy that will serve you in violent 
lethal encounter. This must be accomplished uiiile aiming and squeezing the trigger. Wliile 
the procedure is simple, it requires explanation, demonstration, and supervised practice. To 
hold the breath properly you lake a breath, let it out, then inliale normally, let a little out until 
comfortable, hold and then fire. It is difficult to maintain a steady position keeping the front 
sight at a precise aiming point while breathing, i uu should be taught to inhale, then exhale 
normally, and liold your breath at tlic moment •>: the natural respiratory pause. T he shot must 
then be fired before you feel any discomfort from not breathing. When multiple targets arc 
presented, you must learn to hold your bieatli a: any pan olTlie breathing cycle. Breath 
control must be practiced during dry - lire cxen . ics until it l>eeonics a natural part of the 
filing pioccss. 
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e. Trigger Squeeze: 

(1) Improper trigger squeeze causes more misses than any other step of preparatory 
marksmanship. Poor shooting is caused by the aim being disturbed before the bullet leaves 
the barrel of the handgun. This is usually the result of jerking the trigger or flinching. A 
slight off center pressure of the trigger finger on the trigger can cause the haitdgun to move 
and disturb the officer’s sight alignment. Flinching is an automatic human reflex caused by 
anticipating the recoil of the pistol. Jerking is an effort to Arc the handgun at the precise time 
the sights align with the target. 

(2) Tngger squeeze is the independent movement of the trigger finger in applying 
increasing pressure on the trigger straight to the rear, without disturbing the sight alignment 
until the handgun fires. The trigger slack, or free play, is taken up first, and the squeeze is 
continued steadily until the hammer falls. If the trigger is squeezed properly, you will not 
know exactly when the hammer will fall; therefore, you do not tend to flinch or heel, resulting 
in a bad shot. 

(3) To apply correct trigger squeeze, the trigger finger should contact the trigger 
between the tip of the finger to the second joint ( without touching the pistol anywhere else). 
Where contact is made depends on the length of your trigger finger. If pressure from the 
trigger finger is applied to the right side of the trigger or pistol, the strike of the bullet will be 
to the left. This is due to the normal hinge action of the fingers. When the fingers on the right 
hand are closed, as in gripping, they hinge or pivot to the left, thereby applying pressure 
straight to the left. ( If you are left handed, this action is to tm right.) You must not apply 
pressure left or right but increase finger pressure straight to the rear. Only the trigger finger 
must perform this action. Dry - fire training improves straight to the rear without cramping or 
increasing pressure on the hand grip. 

(a) Officers who are good shooters hold the sights of the handgun as neruly on the 
target center as possible and continue to squeeze the trigger with increasing pressure until the 
weapon fires. 

(b) Officers who are bad shooters, try to " catch their target” as their sight alignment 
moves past the target and fires the pistol at that instant. This is called ambushing , which 
causes trigger jerk. 

(4) Follow through is the continued effort in maintaining sight alignment before, 
during and after the round has been fired. Kclc.-isiiig the trigger too soon after the round has 
been fired results in an uncontrolled slmt, causing a missed target. 

f Target F,ngagcmcnt: 

( I ) To engage a single target, you apply ihc method previously discussed. When 
multiple perpetrators are engaged, the and MOST DANGKROUS individual is 

engaged first and slioiild lie fired at with a mlninnim of lliree slmls. Yon then Iravcrse ami 
ac<|njie (he nexi (arget. aligninr. the sir.lit-; in ilc- l enlrr iif mass, Inciisinn "n d'e f">"l siglil. 

In 
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apply (rigger squeeze and (ire. You must ensure your Tiring arm elbow and wrist are locked 
during all engagements. If you missed (he first target and have fired upon the second target, 
index back to (he first target and engage it. Some problems in target engagement are as 
follows: 

* Indexing targets too fast 

* Moving the handgun before (he head 

* Recoil anticipation 

* Trigger jerk 

* Heeling 

(2) Indexing too fast. This occurs when the operator is moving the pistol faster than 
the head and eyes are unable to keep the front sight focused. This is observed as a quick 
panning motion with the handgun. 

(3) Moving the handgun before (he head. It is important when engaging multiple 
perpetrators to move the head first, then move (he handgun, attain sight alignment, and trigger 
squeeze to complete the firing sequence. Move the head first to visually make target 
acquisition, sight alignment, and then trigger squeeze. 

(4) Recoil anticipation. When you first leam to shoot, you may begin to anticipate 
recoil. This reaction may cause you to tighten your inusetes during or just before the hammer 
falls. You may fight the recoil by pushing the handgun downward in anticipating or reacting 
to its firing. You may lift the handgun upward in anticipating or reacting to its firing. In 
either case, the rounds will not strike the point of aim. 

(5) Trigger jerk. This occurs when you see that you have acquired a good sight 
picture at center mass and “snap” off a round before (he good sight picture is lost. This may 
become a problem, especially when you arc learning to u.sc a flash sight picture. This is a 
quick snapping motion of the (rigger finger. 

(6) Heeling. This condition is caused by tightening the large muscle in (he heel of the 
hand to keep from jerking the trigger. Officers having problems with jerking the trigger try to 
correct the fault by tightening the bottom of the hand, which results in a heeled shot. Heeling 
causes the strike of the bullet to hit high on the firing hand side of the target, officers can 
correct shooting error by knowing and applying correct trigger squeeze. 

g. Positions: 

( I ) A qualification course is fired from the standing, kneeling, crouch and prone 
positions. All of (he firing positions dcscrilied must be practiced so they become natural 
movements, during qualification and tactical firing, riiougli these positions seem natural, 
practice sessions must be conducted to ensure the habitual attaininent of correct firing 
laisitioiis. You must lx: able to assume correct firing positions quickly without any conscious 
cIToil. Pistol marksmanship requires you to rapidly apply all the Itiiidaiiienlals at dangerously 

I : 



close (argcls while under high levels ol' stress. Assuming n proper position to allow for a 
steady aim is critical to your survival. 

* Standing without support 

* Standing with support 

* Kneeling without support 

* Kneeling with support 

* Crouch 

* Prone 

(2) Standing without support. Face the target. Place the feet a comfortable distance 
apart, approximately shoulder width apart. Extend the firing arm and attain a two - handed 
grip. The wrist and elbow of the firing arm are locked and pointed towards the target center. 
Keep the body straight with the shoulders slightly forward of the buttocks, and the knees 
should be slightly bent or unlocked. 

(3) Standing with support. Using available hard cover for support - - for example, a 
tree or wall to stand behind. Standing behind a barricade with the firing side on line with the 
edge of the barricade. There are two methods to attain this position, (a) Place the wrist or 
back of the non - firing hand at eye level against the edge of the barricade, introduce the 
firing hand to the non - firing hand to attain a two - hand grip to assume the firing position. 
Lx)ck the elbow and wrist of the firing arm. Move the foot on the non - firing side forward 
until the toe of the boot touches the bottom of the barricade, (b) Place the knuckles of the 
non - firing hand at eye level against tlie edge of the barricade*. Introduce the firing hand to 
the non - firing hand to attain a two - handed grip to assume the firing position. Lock the 
elbow and wrist of the firing arm. Move the foot on the non- firing side forward until the toe 
of the boot touches the bottom of the barricade. Caution must be used in this position, if too 
much pressure is applied to the knuckles of the non - firing hand against the barricade, injury 
may occur during the firing sequence. 

(4) Kneeling without support. In the kneeling position, ground on the firing side 
knee as the main support. Vertically place the foot, used as the main support, under the 
buttocks. Rest the body weight on the heel and toes. Rest the non - firing arm just above the 
elbow on the knee not used as the main body support. Use the two handed grip for firing. 
Extend the firing ami, lock the firing ami clliow and wist to ensure solid arm control. An 
alternative to this position: Ground lioth knees and placing the buttocks on the heels of the 
feet. The officer rocks back gently and then attains a two - handed grip for firing. Extend the 
firing arm, lock the firing arm clliow and wrist to ensure solid arm control. 

(5) Kneeling with support. Using available hard cover for sup|)ort - for example, a 
low wall, tree, or vehicle. Place the firing side knee on llic ground Bend the other knee and 
place the non - firing foot flat on the ground, pointing toward the target. Extend arms 
alongside and hr.acc tliciii against available cover. Lock llic wrist and elbow of the firing arm. 
Place the non - firing liaml around the list to sii|ipori llic firing arm. Resi die non - firing arm 
just alxive die elbow on the non - filing siilc kivc I 'onlaci with die barricade nia\' be 



eslablished with the non - firing wrist, back of hand, or forearm once a (iring position has 
been attained. 

(6) Crouch. Use the crouch position when surprise targets are engaged at close 
range. Place the body in a forward crouch (Boxer’s Stance) with the knees bent slightly and 
trunk bent forward from the hips to give faster recovery from recoil. This is NOT an 
EXAGGERATED CROUCH or DEEP CROUCH position. Place the feet naturally in a 
position that allows another step toward the target. Extend the handgun stnught toward the 
target, and lock the wrist and elbow of the firing arm. It is important to consistently train with 
this position, since the body will automatically crouch under high levels of stress. This 
position is also faster to change direction of fire. 

(7) Prone. Lie flat on the ground, facing the target. Extend the firing arm towards 
the target with the arm locked, bring the non • firing hand in a support position underneath 
the firing hand on the ground. Bend the left knee up slightly below waist level. Push with the 
left knee and foot rolling the body towards the firing side. The head is kept in a straight line 
with the handgun and the strong side cheek will make contact with the firing arm bicep. Keep 
the firing atm and wrist locked for the firing sequence. This position is a modified prone rifle 
position. The alternative is to lie flat on the ground, facing the target Extend the arms 
directly in front with the firing arm locked. The arms may have to be bent slightly, unlocked 
for firing at high targets. Rest the butt of the handgun on the ground for single, well aimed 
shots. Wrap the non - firing hand fingers around the fingers of the firing hand. Face Forward. 
Keep the head down between the arms as much as possible and behind the weapon. 
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PART V 
OPERATION 

Part V. (Operation) will provide guidance and direction in the loading of the Department 
approved firearms. 

1. Initial loading with the slide locked to the rear: This method has the advantage of 
allowing the officer to check the handgun visually and (diysically by looking down the 
magazine well and feeling the firing chamber to ensure that the weapon is ready to receive 
anununition. The steps for this procedure are as follows: 

a. Point the muzzle of the handgun in a safe direction. 

b. Keep the finger out of the trigger guard and off the trigger. 

c. Pull the slide to the rear and push up on the slide stop to lock the slide back. This is 
best accomplished by using the “push-pull” method. PUSH forward with the strong hand 
holding the weapon, while PULLING the slide to the tear with the weak hand. 

d. Visually and physically check the magazine well and firing chamber to ensure the 
weapon is ready to receive ammunition. 

e. Insert a fully loaded magazine into the weapon and tug on the floor plate to ensure 
the magazine is fully seated. 

f. Allow the slide to go forward by: 

(1) Depressing the slide stop, allowing the slide to go forward and chambering a 
round. This should be accomplished with the thumb of the weak hand. This allows a two 
hand control advantage as the weapon may seem to “leap” out of the hand. 

(2) Grasping the rear grasping grooves of the slide with the weak hand and pulling the 
slide back, releasing the slide and allowing the slide to “sling shot” forwatd,-chambering the 
round. 


NOTE: Do not allow the weak hand to “ride” the slide forward. A malfunction 
may occur if the weak hand “rides” the slide foivvard while chambering a round. 

g. Holster the handgun and engage all security devices. 

Ii. The loading sequence is now completed. 

2. Iniliiil loading with the slide fonvard: I his piuceiluic may lie preferable if the officer is 
left handed, or having Irouhle locking the slide m die real, or when wearing gloves, liie steps 
are as follows: 
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(af Point the muzzle of the handgun in a safe direction. 

(b) Keep the finger outside of the trigger guard and off the trigger. 

(c) Insert a loaded magazine and tug on the floor plate to ensure tl^e magazine is fully 

seated. 

(d) Pull the slide to the rear with the weak hand and then release the slide to allow it 
to “sling shot” forward to chamber a round. Be caiefiil not to ease or allow the weak hand to 
ride the slide forward, as this may cause the slide to NOT go into battery resulting in a 
malfonction. 

(e) Holster the handgun and secure all security devices. 

NOTE: Officers will receive 3 loaded magazines when they receive their issued firearm for 
their assigned tour of duty. There will not be any loose ammunition issued in addition to the 3 
loaded magazines. 

3. UNLOADING; Unloading is performed as carefully as possible with no time limits and 
under no stress. Many accidents occur due to improper unloading procedures. Unloading 
should be performed as follows; 

(a) Keep the muzzle of the handgun pointed in a safe direction. 

(b) Remove the finger from the trigger guard and off the trigger. 

(c) Remove the magazine and place the magaziite in a pocket or in the belt line. 

(d) Using the push - pull mctliod, grasp the rear grasping grooves of the slide and rack 
the slide back with suflicient force to eject any live round from the chamber. The officer 
should visually observe the round in the firing chamber eject Rack the slide back several 
times. NOTE: Never place vour hand over the ejection port if there is a round in the firing 
chamber, and never attempt to catch an ejecting round. Covering the ejection port with the 

hand could allow the round to fall back into the election port causing the ejector to strike the 

primer of the cartridge, detonating in vour hand. At this point the handgun should be 
unloaded. 

(e) Grasp the slide and lock it to the rear position. 

(0 Visually and physically ins|K'cl tlic pistol to ensure it is unloaded. 

NOTE: IF THE OFFICER HAS ANY DOUBT THAT THE FIREARM IS LOADED, 
REPEAT THE UNLOADINt; PROCEDURE UNTIL SATISFIED THAT I IIE 
FIREARM IS UNLOADED. 


1 ^ 
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4. Technique of proper grip and draw: Tlie initial draw is designed to familiarize the 
officer with the location of the bolstered pistol and proper grip technique. 

(a) Begin with the strong hand extended, palm down, elbow bent, locating the holster 
or pistol grip with the elbow. 

(b) Swing the strong hand directly to the grip of the handgun, establishing a strong 
hand grip on the handgun. The strong hand should have acquired a firing position on the grip. 

(c) After the strong hand grip is established, the strong side thumb locates the thumb 
break safety device and is prepared to urtsnap the device for the draw. The strong hand should 
now be properly positioned for the draw. 

(d) Releasing the thumb break safety device, draw the handgun straight up. As soon 
as the handgun clears the top of the holster, the weak hand seeks out the firing hand and a two 
handed firing grip is established. Keep the firing hand trigger finger out of the trigger guard 
and off the trigger. Point the muzzle forward while raising the handgun to eye level and lock 
the firing haitd wrist. NOTE: The weak hand should be moving towards the strong hand 
immediately at the onset of the draw. Both hands should be at a belt level position ftom the 
onset of the draw. 

(e) The head should move as little as possible during this process. 

5. Malfunctions - Primary method of Immediate Action .'Tap, Rack, Assess. 

a. TAP! The bottom of the magazine with the palm of the weak hand to ensure it is 
fully seated. TItis is a sharp blow to tlic floor pl.'iic of the magazine. 

b. RACK! The slide with sufficient force to clear any defective round in the firing 
chamber, stove piped casing, and to also chamber a new round in the firing chamber. 

c. ASSESS! Bring the handgun back up to a firing position and Are if an appropriate 
target is present and circumstances still call for shots to be fired. 

NOTE: The above described procedure will clear most malfunctions that occur in the 
use of a semiautomatic pistol. 

6. Secondary method of Immediate Action. Double Feed. 

a. RIP! Rip or remove the magazine from the handgun to clear a double feed or 
defective magazine from tlic handgun. TItis is accomplished by pulling on the floor plate of 
the magazine with the weak hand fingers to extract the magazine. NOTE; DISCARD THIS 
MAOA'AINIC, DO NOT ATrEMP i ro .S..\\ i; rill.S MAtlAZINE . 

b WORK! Work the slide to die le.ii ! • clear any defective round from the firing 
eliambei' and inaj'.a/.iiie well. l.iKk the sliilc lo • tear t>ositioii. 
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c. TAP! Tap or insert a fresh magazine, as the magazine may have been the source of 
the malfunction. It is always preferable to have a fully loaded magazine in the hattdgun if 
possible. 

d. RACK! Rack the slide to the rear utilizing the sling shot method to chamber a 
round in the firing chamber. 

e. ASSE!SS! Fire at the target if appropriate. 

7. Emergency Reload / Speed load: Emergency reload / Speed load are the terms used 
when you have expended all rounds in the magazine of the handgun and the slide is locked to 
the rear, in a lethal force confrontation this constitutes an EMERGENCY. YOU MUST: 

a. Recognize that the slide of the handgun has locked back to the rear. 

b. Establish a grip with the weak hand on the fresh magazine. 

c. Depress the magazine release with the strong hand while bringing the handgun to 
the mid torso area and tilt the handgun slightly with the empty magazine well pointed towards 
the body ready to receive the fresh magazine. 

d. With the index finger of the weak hand along the front spline of the magazine, 
insert the magazine into the magazine well with enough force to fully seat the magazine. 

e. Bring the handgun back up on target and allow the slide to go forward by; 

(1) Depressing the slide stop with the thumb of the weak hand. (This is a common 
method used by right handed persons). 

(2) Grasping the rear grasping grooves of the slide with the weak hand and sling shot 
the slide forward. (This is a common method used by left handed persons and those wearing 
gloves). This method may also be preferred during high stress situations where finding the 
small slide stop could be difficult. 

(3) FIRE IF APPROPRIATE . 

8. Tactical reload: This procedure is accomplished by dropping the magazine from the 
pistol while a round is still in the chamber. This procedure should be exercised when you 
know that you have lost count of the number of rounds that you have expended and you are 
preparing to move from a covered position. You have the opportunity to reload, but may still 
be in the threat zone. 11iis procedure allows you the ability to speed up the loading lime, 
because you do not have to manipulate the slide, and fully load tlic weapon again to capacity. 
You should: 

a Uemove the linger from the triogcr .'uhI trigger guard while bringing the handgun to 
the mid uuso aiea. 
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b. Grasp a full magazine with the weak hand. 

c. The weak hand with the fresh magazine approaches the floor plate of the magazine 
that is in the handgun. Depress the magazine release with the thumb of the strong hand. 

Catch the magazine that is in the handgun in the palm of the weak hand and then grasp the 
extracted magazine between the third and fourth fingers. 

d. With the index finger of the weak hand along the front of the magazine spline, 
insert the fresh magazine into the magazine well. Place the extracted magazine into a pocket 
for future use if needed. 

e. Bring the handgun back upon target and fire if appropriate. 

f This magazine exchange should be utilized from behind cover and prior to moving 
&om cover or at any point the officer loses count of rounds expended. Al.WAVS MOVR 
FROM COVER WITH A FULLY LOADED HANDGUN. 

9. Tactical magazine exchange: Tactical magazine exchange procedure is the process of 
exchanging magazines in the handgun to allow the officer to top off the handgun while saving 
the partially loaded magazine for future use. This procedure is not as fast as the other 
reloading procedures, and is best performed from behind hard cover. You should; 

a. ll.se hard cover if available. 

b. Remove the finger from the trigger guard and off the trigger. 

c. Bring the pistol to the mid torso level and tilt the handgun magazine well towards 
the body to be in position to receive the fresh magazine. 

d. Remove the fresh magazine from the pouch with the weak hand and with the weak 
hand index finger along the front spline of the magazine. 

e. Bring the magazine to the base of the grip and remove the magazine from the pistol 
by depressing the magazine release and catching (he partially loaded magazine in (he weak 
hand. 


f. Rotate the extracted magazine in the pistol hetween the little finger and ring finger 
of the weak hand. 

g. Insert (he fresh magazine by rotating the old magazine down and the new magazine 
into the magazine well and lock the fresh mag.azine into place. 

h. flic magazine may lie retained in your hand or : 
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I. Place the partially loaded magazine in the waistband or pocket. DO NOT 
REPLACE THE PARTIALLY LOADED MAGA^INE INTO THE MAGAZINE 
POUCH CARRIER. 

j. The tactical magazine exchange is completed. 


1 ') 
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PART \ I 

COURSE OF FIRE 


1 . The objective of firearm training is to develop V A police oSicers into safe and competent 
firearms handlers. It is the ofliceis responsibility to act in a mature manner and use common 
sense in safe handling procedures with the firearm. The following safety standards and range 
rules will be adhered to by all officers engaged in firearms training. Any item not clearly 
understood should be brought to the attention of an instructor for further explanation. 
Infractions of or disregard for firearm safety will not be tolerated and will be dealt with 
promptly and firmly by training staff' personnel. 


a. SMOKING ON THE RANGE IS PROHIBITED EXCEPT IN DESIGNATED 
AREAS. OFFICERS THAT SMOKE WILL BE REQUIRED TO KEEP 
DESIGNATED SMOKING AREAS NEAT AND ORDERLY. 

b. SAFETY RULES AND REGULATIONS. 

(1) ALL FIREARMS TRAINING WILL BE CONDUCTED IN THE STATIC 
MODE UNTIL FURTHER NOTICE. 

(2) ALL FIREARMS ARE TO BE UNLOADED WHILE ON THE RANGE 
AND SECURED IN THE HOLSTER WITH ALL SAFETY DEVICES SECURED. 

(3) NO HANDLING OF FIREARMS BEHIND THE FIRING LINE UNLESS 
DIRECTED TO BY THE RANGE MASTER OR THE FIREARM IS RECEmNG 
MINOR REPAIRS. 

(4) WHEN ON THE FIRING LINE: KEEP YOUR FINGER OFF THE 
TRIGGER! DO NOT PLACE YOUR FINGER INSIDE THE TRIGGER GUARD 
UNTIL YOU ARE POINTING THE FIREARM AT THE TARGET. THIS IS 
ESPECIALLY IMPORTANT WHEN DRAWING THE FIREARM FROM THE 
HOLSTER. 

(5) WATCH THE MUZZLE. THE MI ZZLE OF ALL FIREA^S WILL BE 
POINTED DOWN RANGE AT ALL TIMES WHEN NOT HOLSTERED. 

(6) EACH TIME A FIREARM IS HANDLED FOR ANY PURPOSE, POINT 
THE MUZZLE IN A SAFE DIRECTION. OPEN THE ACTION AND MAKE AN 
INSPECTION TO INSURE THA I' I'HE FIREARM IS UNLOADED. NEVER TRUST 
MEMORY AND CONSIDER EVERY FIREARM AS LOADED UNTIL YOU HAVE 
PROVEN OTHERWISE . NEVER TURN IN OR ACCEPT A FIREARM UNLESS 
THE ACTION IS OPEN. 

(7) CHECK THE FIREARM FOR IIARRF.I. OH.SI RUCTIONS BEFORE 
I.OADINt;. HEAVY CREASE IS < ONSIDI RED AN OBS 1 Ul)( : I ION. 


n 




(8) DQ NOT LEAVE A LOADED FIREARM UNATTENDED. 

UNHOLSTERED FIREARMS WILL HAVE ACTIONS OPEN AT ALL TIMES 
WHEN NOT BEING FIRED. 

(9) ACTIONS OF ALL FIREARMS WILL BE OPEN WHEN BEING 
TRANSPORTED TO AND FROM THE RANGE UNLESS HOLSTERED. 

(10) DO NOT HANDLE ANY FIREARMS ON THE FIRING LINE WHILE 
THERE IS ANYONE DOWN RANGE. 

(I I) NEVER SPEAK TO ANYONE ON THE FIRING LINE UNLESS YOU 
ARE EXPERIENCING PROBLEMS; AND THEN RAISE YOUR NON FIRING 
HAND AND KEEP THE FIREARM POINTED DOWN RANGE. 

(12) IF YOU SHOULD BE SPOKEN TO WHILE ON THE FIRING LINE, DO 
NOT TURN AROUND TO MAKE A REPLY. 

(13) NEVER SNAP OR PRACTICE DRY FIRING AT ANY TIME OR 
ANYWHERE EXCEPT IN THE PRF.SENCE OF A QUALIFIED FIREARMS 
INSTRUCTOR. 

(14) DO NOT LOAD UNTIL THE COMMAND IS GIVEN. NEVER 
ANTICIPATE THE RANGE COMMANDS. 

(1 5) HOLSTERED FIREARMS WILL HAVE AI,L SAFETY DEVICES 
SECURED AT ALL TIMES EXCEPT WHILE IN THE PROCESS OF DRAWING 
THE FIREARM. 

(16) IN THE EVENT THAT THE FIREARM IS ACCIDENTALLY DROPPED, 
REPORT THIS TO THE INSTRUCTOR IMMEDIATELY, WHO WILL INSPECT 
THE FIREARM TO INSURE IT WILL FUNCTION. DO NOT PICK THE FIREARM 
UP, LET IT LIE AND NOTIFY AN INSTRUCTOR. FIREARMS THAT COME INTO 
CONTACT WITH THE GROUND DURING THE RUNNING OF A TACTICAL 
COURSE WILL BE REPORTED IMMEDIATELY TO AN INSTRUCTOR FOR 
INSPECTION. 

( 1 7) IF A CARTRIDGE FAILS TO FIRE, STOP THE ACTION AND WAIT 
UNTIL THAT STAGE OF FIRE IS COMPLETED, KEEPING THE MUZZLE 
POINTED DOWN RANGE, THEN REPORT IT TO AN INSTRUCTOR BY RAISING 
YOUR NON SHOOTING HAND. 

(18) NEVER FIRE A SUCCEEDING SHOT FOLLOWING THE 
MALFUNCTION OF A CARTRIDGE UNTIL THE BARREL HAS BEEN 
EXAMINED TO OEI EUMINE IF A BIll.I.I I IS LODGED IN HIE BARREL . 



283 


PART VI 

COURSE OF FIRE 


1. The objective of fireann training is to develop V A police ofTicers into safe and competent 
firearms handlers. It is the officers responsibility to act in a mature manner and use common 
sense in safe handling procedures with the firearm. The following safety standards and range 
rules will be adhered to by all officers engaged in firearms training. Any item not clearly 
understood should be brought to the attention of an instructor for further explanation. 
Infractions of or disregard for firearm safety will not be tolerated and will be dealt with 
promptly and firmly by training staff personnel. 

a. SMOKING ON THE RANGE IS PROHIBITED EXCEPT IN DESIGNATED 
AREAS. OFFICERS THAT SMOKE WILL BE REQUIRED TO KEEP 
DESIGNATED SMOKING AREAS NEAT AND ORDERLY. 

b. SAFETY RULES AND REGULATIONS. 

(1) ALL FIREARMS TRAINING WILL BE CONDUCTED IN THE STATIC 
MODE UNTIL FURTHER NOTICE. 

(2) ALL FIREARMS ARE TO BE UNLOADED WHILE ON THE RANGE 
AND SECURED IN THE HOLSTER WITH ALL SAFETY DEVICES SECURED. 

(3) NO HANDLING OF FIREARMS BEHIND THE FIRING LINE UNLESS 
DIRECTED TO BY THE RANGE MASTER OR THE FIREARM IS RECEIVING 
MINOR REPAIRS. 

(4) WHEN ON THE FIRING LINE: KEEP YOUR FINGER OFF THE 
TRIGGER! DO NOT PLACE YOUR FINGER INSIDE THE TRIGGER GUARD 
UNTIL YOU ARE POINTING THE FIREARM AT THE TARGET. THIS IS 
ESPECIALLY IMPORTANT WHEN DRAWING THE FIREARM FROM THE 
HOLSTER. 

(5) WATCH THE MUZZLE. THE MUZZLE OF ALL FIREA^S WILL BE 
POINTED DOWN RANGE AT ALL TIMES WHEN NOT BOLSTERED. 

(6) EACH TIME A FIREARM IS HANDLED FOR ANY PURPOSE, POINT 
THE MUZZLE IN A SAFE DIRECflON. OPEN THE ACTION AND MAKE AN 
INSPECTION TO INSURE THA T I IIE FIREARM IS UNLOADED. NEVER TRUST 
MEMORY AND CONSIDER EVERY FIREARM AS LOADED UNTIL YOU HAVE 
PROVEN OTHERWISE . NEVER TURN IN OR ACCEIT A FIREARM UNLESS 
THE ACTION IS OPEN. 

(7) CHECK I'llE FIREARM FOR II ARHEL OB.STRIK: I IONS BEFORE 
LOADING. HEAVY GREASE IS < ONSIDEREI) AN OIISI RIK TION. 




(8) DO NOT LEAVE A LOADED FIREARM UNATTENDED. 

UNHOLSTERED FIREARMS WILL HAVE ACTIONS OPEN AT ALL TIMES 
WHEN NOT BEING FIRED. 

(9) ACTIONS OF ALL FIREARMS WILL BE OPEN WHEN BEING 
TRANSPORTED TO AND FROM THE RANGE UNLESS BOLSTERED. 

(10) DO NOT HANDLE ANY FIREARMS ON THE FIRING LINE WHILE 
THERE IS ANYONE DOWN RANGE. 

(1 1) NEVER SPEAK TO ANYONE ON THE FIRING LINE UNLESS YOU 
ARE EXPERIENCING PROBLEMS; AND THEN RAISE YOUR NON FIRING 
HAND AND KEEP THE FIREARM POINTED DOWN RANGE. 

(12) IF YOU SHOULD BE SPOKEN TO WHILE ON THE FIRING LINE, DO 
NOT TURN AROUND TO MAKE A REPLY. 

(13) NEVER SNAP OR PRACTICE DRY FIRING AT ANY TIME OR 
ANYWHERE EXCEPT IN THE PRESENCE OF A QUALIFIED FIREARMS 
INSTRUCTOR. 

(14) DO NOT LOAD UNTIL THE COMMAND IS GIVEN. NEVER 
ANTICIPATE THE RANGE COMMANDS. 

(1 5) HOLSTERED FIREARMS WILL HAVE ALL SAFETY DEVICES 
SECURED AT ALL TIMES EXCEPT WHILE IN THE PROCESS OF DRAWING 
THE FIREARM. 

(16) IN THE EVENT THAT THE FIREARM IS ACCIDENTALLY DROPPED, 
REPORT THIS TO THE INSTRUCTOR IMMEDIATELY, WHO WILL INSPECT 
THE FIREARM TO INSURE IT WILL FUNCTION. DO NOT PICK THE FIREARM 
UP, LET IT LIE AND NOTIFY AN INSTRUCTOR. FIREARMS THAT COME INTO 
CONTACT WITH THE GROUND DURING THE RUNNING OF A TACTICAL 
COURSE WILL BE REPORTED IMMEDIATELY TO AN INSTRUCTOR FOR 
INSPECTION. 

(1 7) IF A CARTRIDGE FAILS TO FIRE, STOP THE ACTION AND WAIT 
UNTIL THAT STAGE OF FIRE IS COMPLETED, KEEPING THE MUZZLE 
POINTED DOWN RANGE, THEN REPORT IT TO AN INSTRUCTOR BY RAISING 
YOUR NON SHOOTING HAND. 

(18) NEVER FIRE A SUCCEEDING SHOT FOLLOWING THE 
MALFUNCTION OF A CARTRIDGE UNTIL THE BARREL HAS BEEN- 
ICXAMINED TO DETERMINE IE A BULLET IS LODGED IN THE BARREL . 
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(19) NEVER PROCEED TO THE TARGET AREA WITHOUT THE 
COMMAND OF THE RANGE OFFICER. ALL FIREARMS SHALL BE PLACED IN 
HOLSTERS AND SECURED BEFORE LEAVING FROM THE FIRING LINE . 

(20) HEARING AND EYE PROTECTION WHILE ON THE RANGE IS 
MANDATORY FOR ALL PERSONNEL . 

(21) ANY INJURY SUSTAINED DURING FIREARMS TRAINING, 
REGARDLESS OF HOW MINOR THE INJURY, WILL BE REPORTED TO AN 
INSTRUCTOR IMMEDIATELY . 

(22) ANYTIME ANY UNSAFE ACT IS OBSERVED WHICH ENDANGERS 
SOMEONE , THE OFFICER HAS THE RESPONSIBILITY TO SHOUT, “CEASE 
FIRE” AND IMMEDIATELY RAISE THE NON SHOOTING HAND. 

(23) TALKING WILL BE KEPT TO A MINIMUM WHILE ON OR NEAR 
THE FIRING LINE. EXERCISE COURTESY WHILE OTHER OFFICERS ARE 
SHOOTING OR RECEIVING ADDITIONAL INSTRUCTION. 

ALL SAFETY PRECAUTIONS MUST BE STRICTLY ADHERED TO. 

ALWAYS USE EXTREME CAUTION TO AVOID ACCTDENTS AND INJURIES. 

IF YOU DO NOT UNDERSTAND THE INSTRUCTIONS, RAISE YOUR NON 
SHOOTING HAND AND ASK THE INSTRUCTOR THE QUESTION. 


2. Qualification Course of Fire; This course of fire is designed to test the officer’s ability 
with a handgun used in a realistic fashion. Depending upon the magazine capacity of the 
pistol, the officer will have to change magazines at different points in the course. It is the 
officer’s responsibility to change magazines at whatever point it becomes necessary. 

a. Fifty (50) round Pistol Qualification Course. 

This qualification course requires fifty (50) rounds of fire. All shots will be directed to the 
center mass area of the target. 

1 . The officer will proceed to the twenty five f25) yard line with an unloaded and bolstered 
pistol and three (3) magazines loaded with five (5) rounds each. Two (2)magazines will be 
secured in the double magazine pouch on the duty belt and one (1) magazine secured in a 
jacket or trouser pocket. The officer will be given the command to load the pistol. Tlic 
officer will then insert one (1) magazine loaded with five rounds into the magazine well and 
then introduce a live round into the chamber (safe loading procedure). The officer will then 
holster a loaded weapon and secure all safely <lc\ ices. 


At the twenty five (25) yard line, ten ( 1 0) niunds will Ik' expended wilh NQ.!TIJVIR 
Ufyi.r.!.- I his will lie strnnj'. handl'd shiHilini* nn'i/ine the two handed slandiny. nnsnppoiied 
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position. This exercise is designed to familiarize the officer with the known distance of 
twenty five (2S) yards. Upon completion of firing, the officer will holster an unloaded and 
safe weapon and engage all safety devices. These shots WILL NOT be counted for 
qualification score. The line will then be made safe. The officer will then move downrange 
on command to assess their respective target. These shots will be marked to identify them as 
being fired from the twenty five (2S) yard line. 

The officer will then load three (3) magazines to eight (8) or fifteen (IS) rounds 
depending on the magazine capacity of the pistol. 

2. The officer will then move to the fifteen (I S) yard line. The officer will have two (2) 
fully loaded magazines secured in the magazine pouch and one fiilly loaded magazine secured 
in a jacket or trouser pocket. On command the officer will insert one (1) fully loaded 
magazine into the magazine well and then introduce a live round into the cliamber (safe 
loading procedure). The officer will then holster a loaded weapon and secure all safety 
devices. 

At the fifteen (IS) yard line fifteen (IS) rounds will be expended with imposed time 
limits. This will be strong handed shooting utilizing the two handed standing unsupported 
position. On command the officer will: 

a. Fite three rounds with a ten (10) second time limit The officer will then holster a 
loaded weapon and secure all safety devices. 

b. Fire three rounds with an eight (8) second time limit The officer will then holster a 
loaded weapon and secure all safety devices. 

c. Fire three rounds with a six (6) second time limit. The officer will then execute a 
Tactical magazine exchange, placing the replaced magazine into a weak side trouser or jacket 
pocket. The officer will then holster a loaded weapon and secure all safety devices. 

d. Fire three rounds with a six (6) second time limit. The officer will then holster a 
loaded weapon and secure all safety devices. 

e. Fire three rounds with a six (6) second time limit. The officer will make the 
weapon safe and holster an empty and safe weapon . Tlie officer will then engage all safety 
devices. The officer will then reload all magazines to capacity. 

3. The officer will tlien move to the seven (7) yard line. The officer will have two fully 
loaded magazines secured in the inagazinc pouch and one magazine secured in a jacket or 
trouser pocket. On command the officer will insert a fully loaded magazine into the magazine 
well of the pistol and then introduce a live round into the chamber (.safe loading procedure). 
The officer will then holster a loaded weapon and engage all safety devices. 

At llic seven (7) yard line lilteen (IS) mnii.ls will Ik' expciKlcd with iiiiposcrl time limits 
from the standing two handed nnsnppoiled [losinon. On conimand the officer will: 
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a. Fire three rounds with a nine (9) second time limit. The officer will then holster a 
loaded weapon and secure all safety devices. 

b. Fire three rourids with a six (6) second time limit. The officer will then holster a 
loaded weapon and secure all safety devices 

c. Fire three rounds with a four (4) second time limit. The officer will then execute a 
speed reload magazine exchange. The officer will then assume a low two handed gun ready 
position. 

d. Fire three rounds with a four (4) second time limit. The officer will then assume a 
low two handed gun ready position. 

e. Fire three rounds with a four (4) second time limit. The officer will then make the 
pistol safe and holster and engage all safety devices. On command the officer will then 
retrieve any item on the ground that is needed. The officer will then reload two magazines 
with five (5) rounds each. Two loaded magazines will then be secured into the magazine 
pouch and one magazine secured into a jacket or trouser pocket. 

4. The officer will then move to the five (S) yard line. The officer will have two (2) loaded 
magazines secured in the magazine pouch and one (1) empty magazine secured in a jacket or 
trouser pocket. On command the officer will then insert a loaded magazine into the magazine 
well of the pistol and then introduce a live round into the chamber (safe loading procedure). 
The officer will then holster a loaded weapon and secure all safety devices. 

At the five (5) yard line, ten (10) rounds will be expended with a fifteen (1 5) second 
time limit. All firing will be from the standing one handed only firing position. On command 
the officer will: 

a. Draw and fire five (5) rounds with the strong hand only . Execute a speed reload. 
Transfer the pistol to the weak hand only and : 

b. Fire five (5) rounds with the weak ha nd onl y. The officer will thep make the pistol 
safe and holster. The officer will then engage all safety devices. On command tlic officer will 
retrieve all items from the ground that they may need. 

5. The target that will be utilized over this course of fire will be the FBI Q target. Scoring 
will be counted at 2.5 points per hit inside the Q outline and all hits outside the Q outline will 
be counted as a miss or minus 2.5 points. All hits on the outline border will be counted as a 
miss or minus 2.5 points. Total possible score is one hundred (100) points. 

(1) At the twenty five (25) yard line, ten (10) rounds will be expended whh NO 
Tl IVIEJ..I.MIT. This will be strong hand .shooting only from the standing two handed 
position. This exercise is designed to raniiliari/.e die olTicer with the known distance of 25 
yards. I'hese shots will not l«: i ininled for i|Malili‘'alioo score. 
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(2) At the fifteen (15) yard line, fifteen (15) rounds will be expended with imposed 
time limits from a two handed standing unsupported position. 

(a) Tliree (3) rounds fired with a ten (10 ) second time limit. 

(b) Three (3) rounds fired with an eight (8) second limit. 

(c) Three rounds fired with a six (6) second limit Tactical magazine exchange. 

(d) Three (3) rounds fired with a six (6) second limit. 

(e) Three (3) rounds fired with a six (6) second limit 

(3) At the seven (7) yard line fifteen (15) rounds will be expended with imposed time 
limits from the two handed standing unsupported position. 

(a) Three (3) rounds fired with a nine (9) second time limit 

(b) Three (3) rounds fired with an six (6) second time limit. 

(c) Three (3) rounds fired with a four (4) second time limit Speed reload of 
magazine exchange. 

(d) Three (3) rounds fired with a four (4) second time limit 

(e) Three (3) rounds fired with a four (4) second time limit 

(4) At the five (5) yard line ten (10) rounds will be expended with a fifteen (15) 
second time limit 

(a) five (S) rounds strong hand only 

(b) five (5) rounds weak hand only 

(5) The target that will be utilized over this course of fire will be the FBI Q target 
Scoring will be counted at 2.5 points per hit inside the Q outline and all hits outside the Q 
outline will be counted as a miss or minus 2.5 points. Total possible score is 100 points. 

3. The officer must score a minimum of 80% to successfully pass the Pistol Qualification 
Course. If the officer fails to achieve this standard, additional remedial training will be 
required to correct the deficiencies and a date and time will be scheduled for requalificalion. 
If the officer fails a second lime, tlic officer will not be certified and the matter will be 
referred to tlie Chief of Police and Security Services for fuitlier action. 
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PART VII 

CARE AND MAINTENANCE 


1. Maintenance. 

a. Your weapon will require to be maintained on a monthly basis. The ofiicer should 
field strip the assigned fiieaim a minimum of once every thirty days. The officer should not 
attempt to disassemble the fitearm beyond this point. The office should inspect the field 
stripped firearm for lubrication, damage, and cleanliness. All damage should be reported to 
an instructor or designated armorer for repairs. 

b. The weapon will be cleaned by field stripping the fircamt down to basic 
components. The barrel bore and chamber will be cleaned by brushing these areas with a 
good powder removing solvent and bote brush. This is accomplished by cleaning from tlie 
firing chamber towards the muzzle. Wipe the areas clean with patches or a swab. Using a 
small brush dipped in solvent, remove all deposits from around the breech of the barrel, firing 
chamber, extractor, and residue on the frame with a light brushing and solvent. After cleaning 
the entire firearm use a cloth to apply a light coating of high quality gun oil to all external 
surfaces and wipe clean. Re-luberkate the slide rails and lubrication points on the receiver of 
the pistol. After the initial cleaning, there is usually some residue in the barrel that works out 
and becomes apparent within 24 - 48 hours. This may be removed with a bristle brush and a 
light reapplication of powder removing solvent after which the oil film should be re- 
established on all surfaces. 

2. Field Stripping. 

a. Disassembly. 

(1) Remove the magazine by depressing the magaane release button and inspect and 
clear the firing chamber. Allow the slide to travel forward. Place the magazine into a pocket. 

(2) Place the grip of the firearm into the strong hand. 

(3) Take the weak hand with the palm pointed down and place the weak hand on top 
of the slide. Place the index finger on the right side of the receiver frame onto the take down 
button. 

(4) With the weak hand index finger depress the take down button holding pressure on 
tlie button. 

(5) With tlie thumb on tlie left side of tlie lower receiver, slowly rotate the take down 
lever to the down position. 

(()) The iip|KT sli<le assembly ami barrel should then imive forward on the slide rails. 



(7) With Ihc weak hand, slowly pull the slide assembly forward and off of the frame. 

(8) The firearm is now in two pieces, the lower receiver and slide assembly. 

(9) Pick up the slide assembly with the weak hand with the front sight pointed down 
and place the slide assembly into the palm of the weak hand. 

(10) You will observe a coil spring assembly with a metal itxl that is inserted into an 
assembly facing you. 

(1 1) Capture the tension on the spring assembly by pressing forward on the base of the 
guide rod pin . Maintain pressure on this assembly or the guide rod may be ejected and cause 
injury. Lift out this assembly and set aside. 

(12) With the slide assembly still in the palm of the weak hand, apply light forward 
pressure directly on the barrel assembly at the firing chamber. The barrel will lilt forward 
slightly and then move forward. Lift on the rear of the barrel assembly and remove from the 
slide assembly. Tlte firearm is now field stripped. 

(13) The officer should have four components: Lower receiver, slide assembly, 
barrel, and the guide rod and coil spring. 

NO FURTHER DISASSEMBLY IS RECOMMENDED. 

b. Reassembly: 

(1) Place the slide in the palm of the weak hand with the rear of the slide facing your 
body. The front sight is pointed toward the floor. 

(2) Replace the barrel assembly into the slide assembly. Mtdte sure the barrel is 
seated properly. 

(3) Insert the guide rod into the coil spring housing. 

(4) Insert the coil spring and guide rod into the spring guide assembly. 

(5) Hold pressure against the base of the guide rod and push it forward enough to 
engage the small radial machine cut in Ihc barrel lug. Be careful that it docs not become 
disengaged, By out and cause injury. 

(6) Pick up Ihc lower receiver with the strong haml and rotate the frame witcre the 
magazine well is pointed up. 

(7) Align the slide rails with the slide assembly rail slots at Ihc rear of the slide. 
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(8) Move (he rear of the slide onto the front slide rails and continue to move the slide 
towards the rear of the receiver. 

(9) As the slide moves past the take down assembly you will hear an audible click. 

(10) Depress the take down assembly button and rotate the take down lever to the up 
position. 

(1 1) Check on reassembly by working the slide several times and then lock the slide to 
the rear. 

(12) Reload and holster the firearm, securing all security devices. 
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PART VIII 

SHOOTING REVIEW TEAM PROCEDURES 


1. Background: 

a. An administrative review will be conducted by the Office of Security and Law 
Enforcement (OSLE) of incidents involving firearm discharges at or by V A police (not 
including training). 

b. Tlie issues addressed during the shooting incident review relate to those facts which 
may have directly or indirectly contributed to the shooting incident. The issued handgun will 
be collected into evidence in the event the action resulted in a fatality or serious physical 
injury. Hie involved officer will be immediately issued a service pistol upon collection of the 
firearm into evidence. 

2. Response : 

a. Upon notification of a shooting incident, the Office of Security and Law 
Enforcement (OSLE) will activate a shooting incident review team composed of those 
appointed to conduct a thorough administrative review of the matter. 

b. If matters relating to possible police officer misconduct surface, the OSLE will be 
notified of the circumstances inunediately. 

3. lnve.stipation : The shooting incident review will include but will not be limited to the 
determination of the facts and circumstances related to the incident. At the conclusion of the 
review, the members of the shooting incident review team will confer with the Office of 
Security and Law Enforcement (OSLE) to report their findings, conclusions, and 
recommendations. 

4. Report : The shooting incident review team will report the facts and circumstances of the 
review in writing to the DAS as soon as the inve.stigation is completed. This does not 
preclude the requirement for immediate reporting of the incident and periodic updates. Each 
of the following areas will be addressed: 

a. A synopsis of the case and circumstances which existed prior to the incident. 

b. Synopsis of events of the incident, specifically addressing the following areas: 

(1 ) Identification, assignment, and positions of all persons present during the incident, 
to include ircrsonnel, other law enforcement personnel, witnesses, and suspects. 

(2) Su.S|K-ct identification, to include name, date of birth, homo address, criminal 
record, reputation, [K'lrding criminal charges, and arresl status. 

?') 
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(3) Description and identification of all involved {ireann(s) and expended ammunition 
and identity of possessor at the time of the incident. 

(4) Description of veihal warnings given to the suspect 

(5) A chronology of the first and successive rounds. 

(6) Identification and date of involved officer’s current firearms qualification. 

(7) The basis for the decision that the use of deadly force was required. 

(8) Identification of all injured persons, to include cause and extent of injuries, and 
medical treatment. 

{ 9 ^ Identification of all property damage, to include cause, value of damage, and 
responsible party. 

( 1 0) The date arid time of notification to the OS&LE. 

c. Any unique factors contributing to the incident (e.g. weather, equipment, 
communications, misinlbimation, tactics). 

d. Recommendations as to: 

(1) Procedural or policy changes as outlined in V A orders or memoranda. 

(2) Training requirements. 

(3) Safety issues. 

e. Attachments to the report: 

( 1 ) Copies of all statements and reports of interview. 

(2) Copies of all official reports from investigating agencies. 

(3) A schematic of the shooting scene, depicting the distances of all shooting 
participants from the suspect(s). 

(4) Photographs, as required. 

5. Administration : 

a. Upon review of tlic shooting incitleni written re|x»rl, the OS&LE nitty mandate an 
athlitional investigation. Ilte t)S&Lli may al.sn establish a eomntillec to fiirtlicr sinriy the 

til 
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incident and/or make additional inquiry or action based on the recommendations of the 
shooting incident review team. 

b. Upon acceptance of the written report, the OS&LE will provide a copy of the 
rqxjrt, to tlie affected Chief, Police & Security Service. 
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PART IX 

POST SHOOTING PROCEDURES 

1 . Reporting Requirements (Firearm DischargeV The discharge of any firearm, (except in 
training ) either intentional or accidental by a V A police officer in conjunction with V A law 
enforcement activities requires reporting as follows: 

a. Involved Police Officer. T he officer will immediately report the incident to their 
supervisor. Such supervisor shall immediately report the facts and circumstances of the 
shooting incident to the Chief, Police & Security Service. 

b. Chief, Police & Security Service shall immediately report the facts and 
circumstances of the shooting incident to the Oflice of Security and Law Enforcement 
Inspector assigned to their region, and to the V A Law Enforcement Training Center (LETC) , 
North Little Rock , AR. As soon as practicable, the Chief shall transmit a written report of 
the incident to the Office of Security and Law Enforcement and to the V A LETC in North 
Little Rock, AR. 

2. Responsibilities IPost - Shooting Incident! . It is the responsibility of all Police and 
Security Service employees to show sound judgment during and after an incident in which a 
firearm was discharged. The following information is transmitted to ensure appropriate 
reaction and follow up to a shooting incident. 

a. Determine the physical condition of any injured person and render first aid where 
appropriate. Request emergency medical aid, as appropriate, and notify local law 
enforcement authorities of the incident and location. 

b. Liaison with other agencies with investigative jurisdiction in the incident should be 
quickly established to prevent duplication of effort and conflict of jurisdiction. It is V A 
police officer’s duty and responsibility to cooperate with any lead investigative agency, 
making witnesses and evidence available. 

c. Shoulti the involved officer's firearm be secured for evidentiary purposes or 
ballistics examination, another weapon will be issued to the officer, unless there is cause to 
the contrary. 

d. A VA police officer involved in a shooting incident should be encouraged to 
contact their spouse or family as soon as |iossiblc. If the officer has been injured, and so 
requests, the officer's family will be contacted in person by a designated officer. In the case 
of seriously injured officer, notification of the family should be done immediately and in 
person, riic officers on duty will also be notified of the injured officer's condition, in order to 
provide an accurate response to family niciniKrs seeking information. It is important that 
family notification occur lieforc press and or media accoiinls n|>pear. 
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e. The scene of the shooting incident should be processed for evidentiary purposes. 
Evidence from the scene should include; 

(1) A diagram showing the location of each officer and the location where each shot 
was fired. 

(2) Photographs showing the involved officer’s field of view at the time of the firearm 
discharge. 

(3) Photographs showing the location of any shooting victimfs). 

(4) Evidence gathered, including blood, spent cartridges, weapons, and fingerprints. 

(5) All involved firearms should be examined for ballistic comparison with any 
recovered bullets. An inventory should be maintained pertaining to the fiteanns’ possessor, 
firearm description, type of ammunition, and number of spent rounds. 

(6) The general area of the scene canvassed for witnesses. Witnesses to the shooting 
incident should be encouraged to submit written statements. 

(7) Copies of reports fiom all involved law enforcement or emergency department 
personnel. 

(8) Copies of all telecommunications tapes pertaining to the initial call to emergency 
personnel, etc., if any. 

(9) Copies of all hospital, autopsy, laboratory, and photographic records. 

3. Post - Shooting Reactions : 

a. There is a wide variation ofreactions to shooting incidents. Research indicates that 
the majority of law enforcement officers involved in shootings experience moderate to severe 
trauma reactions. 

b. Officers either directly or indirectly involved in a shooting incident are referred to 
the V A Employee Counseling Service. 
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RRKKRENCKS 

.Combat Training with Pistol s and Revolven. FM 23 -35. Headquarters. 
Department of the Army. Waahingto n. DC 1988 

. FBI Double Action Pistol Course. F ederal Bureau of Investigation, U.S. 

Department of Justice, Quantioo, VA 

. Safety Instruction & Parts Manual For Centerfiie Pistols Double Action Only, 
Beretta U. S. A. , 17601 Beretta Drive, Accokeek, MD 20607 
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FACILITY IMPLEMENTATION PLAN 

1. The purpose of (his Facility Implementation Plan is to describe authorized and prohibited 
uses of the issued firearm by V A police officers. All V A police officers will adhere to 
firearms procedures and guidelines outlined by the Office of Security and Law Enforcement. 

2. Since the decision has been made to arm selected V A Police persormel with a 
semiautomatic firearm, it has been determined that a double action only system will be 
utilized. The authorized semiautomatic pistol must be 9mm Luger caliber, with double action 
trigger mechanism only. The frame will consist of a light alloy with steel slide. The safety 
features must include a magazine disconnector, firing pin safety devices, and trigger weight of 
nine to eleven pounds set at the factory. NO MODIFICATIONS OR ALTERATIONS 
ARF, ALLOWF.D. such as “trigger shoes, extended slide stops, extended magazine release, 
no after market extended magazines, or grip adapters.” The sights will consist of front and 
rear Trijicon night sights. 

3. The holster authorized by the Office of Security and Law Enforcement must be equipped 
with a minimum of three safety features. The holster will be equipped with a thumb break 
release, an internal safety feature, and a tension release. The holster musts be black in color 
and constructed of high quality material. All personnel will be issued dual magazine carriers 
equipped with Velcro closure and four (4) belt keepers of matching material. Holster 
familiarization will consist of 200 draws in the presence of a firearms instructor. 

4. Issued duty ammunition will be 9mm Luger caliber, 124 grain, brass jacketed hollow 
point, NO SUBSTITUTIONS ARE ALLOWED. Training ammunition will be 9rtun Luger 
caliber full metal case 124 grain. All qualification courses will be fired with issued duty 
ammunition. Issued duty ammunition will be expended every six (6) months during range 
qualification and new duty ammunition will lie issued. 

5. A Pistol Qualification Course conducted on a semiannual (6 month) basis will consist of 
50 rounds of duty ammunition. Tlie course of fire is designed to test the officer’s proficiency 
with the issued pistol. A minimum score of 80% is required to successfully pass the Pistol 
Qualification Course. Additional remedial training will be given within 30 days to officers 
failing to achieve (his standard and a date and time will be scheduled for retesting. Officers 
failing a second attempt will not be certified and the matter will be referred to the Chief, 
Police and Security Services for further action. 

6. Officers will be armed only while pcrforinini! official duties and activities. Armed 
assignments will include vehicle, foot, bicycle and K - 9 patrol and while stationed at 
magnetometers and other fixed posts. 

7. I he firearm will not be worn off V A piopciiy cxixpt when the officer is irimsporling 
prisonci(s). while in route to another V A taeilii; or in the performance of any official 
capacity dcsigoaled by the (iliief. I'olicc ao l Sc' itiily Seivice. 
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8. Only those oflicers who have successfully completed their physical examinations within 
the past 12 months and have newly completed psychological assessments will be aimed. 
Questions which ate designed to detomine an oflicer’s suitability to be issued a fiteatm, will 
be included in (he psychological assessment interview. Aimed oflicers must maintain cuiient 
physical examinations and psychological assessments. 

9. A police officer’s authority to cany a fiieatm will be suspended by the Office of Security 
and Law Enforcement at any time evidence is received or developed which would cause a 
reasonable person to conclude that this authority should be revoked. The officer’s authority to 
carry the firearm will remain suspended laitil the matter has been promptly and thoroughly 
investigated by the facility and / or the Office of Security and Law Enforcement rmd 
successfully adjudicated. 
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CHECKLIST 

1 . STORAGE : Each facility mil be required to provide an approved storage area for 
firearms and related equipment. 

ALL FIREARMS WILL BE SECURED IN A LOCKED FIREPROOF SAFE / VAULT 
WHEN NOT ISSUED FOR DU TY USE . The Chief, Police and Security Services will 
determine the appropriate location for this area. 

ITEMS TO BE MAINTAINED IN THE SAFE / VAULT : 

A. All firearms for duty issue 

B. All pistol magazines 

C. Pistol storage rack(s) 

D. All duty and training ammunition 

E. Weapons Log 

F. Dehumidifying material or device 

G. Magazine storage box 

Cleaning equipment may also be stored in appropriate containers in the safe / vault. These 
items may be stored in a separate container and may include the following items: 

a. Commercial cleaning solvent in a sealed container 

b. Commercial lubricating oil or synthetic lubricant 

c. Cleaning rods - appropriate size and lengths 

d. Cleaning patches 

e. Appropriate size cleaning bore mops 

f. Appropriate size cleaning bronze or steel liore brushes 

g. Medium size common screwdriver 

h. Toothbrush style wire brush 

2. ISSUANCE / RETURN OF ISSUED DUTY FIREARMS AND AMMUNITION : 

Officers may only carry the Agency issued firearm and approved issued ammunition. 

Firearms will be issued only by a designated officer by the Chief, Police and Security 
Services. Each officer would be issued their assigned firearm, magazines, and appropriate 
ammunition at the beginning of each tour of duty. It would be the Officer’s responsibility to 
examine the firearm serial number to ensure that they have received the properly assigned 
weapon. The officer then would initial off on a daily weapons log. At the completion of the 
Officer’s tour of duty, the officer would return to the issue point and return the firearm, 
magazines, and appropriate ammunition. Hie officer would then complete the daily weapons 
log. The firearm, magazines, and appropriate ammunition would then be placed into storage. 
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3. CLEANING AREA ; 

The Chief, Police and Security Service would designate a cleaning area location for 
maintaining proper maintenance of firearms. This area would be well ventilated and well 
lighted. This would be a NO SMOKING AREA . A small table may be appropriate in tliis 
area. 

All firearms training plans mast be reviewed and approved prior to any implementation or any 
modifications of existing firearms training plans by the Officer of Security and Law 
Enforcement. 

5. ARMORER’S REPORTS . 

Agency issued firearms will be kept in a clean and serviceable condition. Issue firearms will 
be subject to inspection without notice by the Chief, Police and Security Service, firearms 
instructor or armorer. All agency issued firearms must be armually inspected and detailed 
cleaned by a designated certified armor. This inspection is independent of the normal field 
stripping maintenance that the manufscturer may suggest. It will be the armorer’s 
responsibility to maintain detailed records on each firearm that is issued for duty use. Officers 
wilt not-fnake any modificafions, tqiairs, or adjustmoits to Agency issued firearms. Agency 
armorers will make any rqiaits or adjustments they are qualified to make. Other repairs will 
be referred to a manufacturer authorized repair center. 

6. MAI JUNCTION REPORTS . 

It will be the responsibility of the designated firearms instructor or armorer to maintain 
detailed records on agency issued firearms in the event an officer experiences a misfire, 
malfimction or sustains damage to any agency issued firearm. The effected officer will notify 
the designated armorer as soon as possible once the problem is diagnosed. The firearm 
instructor or armorer will submit a written report to the Chief, Police and Security Service as 
soon as possible. 

7. PROFICIENCY REPORTS : 

All officers will maintain proficiency in the use of tlie issued firearms in accordance with the 
training kandards of the Office of Security and Law Enforcement. Records will be 
maintained by the designated firearms instructor or armorer. All officers failing to meet the 
minimum proficiency level will undergo remedial training. If after remedial training, the 
officer is unable to meet the Agency’s minimum proficiency level, the firearms instructor will 
notify the Chief, Police and Security Service in writing. The cfTected officer will be 
prohibited from carrying the is.siicd firearm until such time as tlic officer is able to qualify 
with the fircariii. 



8. INSPECTION OF DUTY GEAR AND ISSUED WEAPONS : 


The Chief, Police and Security Services or a designated representative may inspect the issued 
duty belt, related equipment, and firearm without notice. Any item found to be unsafe, 
unserviceable, worn, or broken will be replaced as soon as possible. All unauthorized 
equipment is prohibited luid the officer will be subject to disciplinary action. 

9. LOADING AND UNLOADING PROCEDURE AREAS : 

The Chief, Police and Security Services will designate an area for officers to load and unload 
firearms. It is recommended that this area will be out of public or hospital staH* view. This 
area will be equipped with a large metal container (fifty five gallon drum) filled at least three 
quarters full of loose sand type material. The metal container will be mounted on a frame that 
maintains an approximate forty five degree angle. The container will have an approximate 
four inch by four inch opening at one end to place the muzzle into the opening. There must be 
a minimum of twelve inches of thickness of the sand type material inside the container. 

The officer will receive the issued firearm with the slide locked to the rear and the magazine 
out. The officer will visually inspect all the issued magazines for damage and if the magazines 
are loaded to capacity. The officer will then proceed to the loading / unloading area 
maintaining the strong index finger outside of the trigger guard and off the trigger. The 
officer will then place the muzzle into the opening on the barrel, insert a loaded magazine into 
the magazine well, check to make sure the magazine is'seated and locked into place. The 
office will then activate the slide stop, allowing the slide to titivel forward chambering a live 
cartridge. The officer will then holster and secure the firearm and all holster securing devices. 
The firearm is now considered to be loaded and ready for duly use. The officer would then 
complete the weapons log. 

The officer will return the issued firearm to the issuing officer or designated person by the 
Chief, Police and Security Services at the completion of their tour of duty. The officer will 
proceed to the loading / unloading area. The officer will then remove the magazine from the 
firearm while it is still secured in the holster. The officer will utilize the strong hand thumb, 
placing tlie thumb between the duty belt and lower frame of the firearm. The officer will then 
activate the magazine release. The officer will then extract the magazine from the firearm 
utilizing the strong hand. The officer will then place the extracted magazine from the firearm 
into a trouser or coat pocket. Ihe officer will then extract the firearm from the holster, 
maintaining the strong index finger outside of the trigger guard and off the trigger, place the 
muzzle of the firearm into the barrel opening, then pull the slide to the rear, extracting the live 
cartridge from the firing chamber. Tlic officer should not attempt to catch the extracted 
cartridge from the firing chamber but allow it to fall freely. The officer should then retract the 
slide a minimum of three times, lock tlic slide back to the rear and then make a visual 
inspection to insure no live cartridges arc in the firing chamlicr. Tlic officer should receive 
the firearm with the slide locked back to the rear with an empty magazdne well. T he officer 
would then return all issued luagaziiios and aiunuinilion and complete the wca|Kms log. 
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10. ARMED RESPONSE TO LOCKED WAItn.*; - 

If the situation dictates the oflicer to respond to a locked ward, certain considerations must be 
undertaken. The officer will be required to disarm the firearm prior to entering any locked 
ward. The officer will remove the magazine and live cartridges from the issued weapon. This 
is accomplished by placing the strong hand thumb between the duty belt and lower frame of 
the firearm. The officer then activates the magazine release. The officer will then remove the 
magazine from the magazine well with the strong hand. The extracted magazine is then 
placed into a trouser or jacket pocket. The officervrill then inspect and insure that all holster 
safety features are engaged and secured. The firearm is not removed from the holster during 
this entire process. The live cartridge in the firing chamber is incapable of being fired while 
the magazine is out of the magazine well. 

11. UNINTENTIONAL AND ACCIDENTAL DISCHARGES : 

In the event that the offieer experiences any unintentional or accidental discharge of a firearm 
resulting in property damage, serious physical injury or death of an individual, the effected 
officer will immediately notify their immediate supervisor. The supervisor will then notify 
the Director of the facility and notify the Office of Security and Law Enforcement. The Chief, 
Police and Security Services will also initiate an investigation into the mitigating 
circumstances surrounding this event. Copies of this investigative report will be faxed to the 
Office of Security and Law Enforcement and a courtesy copy faxed to the Law Enforcement 
Training Center as soon as feasible. 

12. INTENTIONAL DISCHARGING OF FIREARM ! OFFICER INVOLVED 
SHOOTING : 

In the event that the officer experiences any intentional discharge of a firearm resulting in the 
serious physical injury or death of an individual, the effected officer will immediately notify 
their immediate supervisor. The supervisor will then notify the Chief, Police and Security 
Services. The Chief, Police and Security Services will notify the Director of the facility and 
notify the Office of Security and Law Enforcement and other appropriate Law Enforcement 
agencies. The Chief, Police and Security Services will initiate an investigation into the 
mitigating circumstances surrounding this event. Copies of this investigative file will be 
faxed- to the Office of Security and Law Enforcement and a courtesy copy faxed to the Law 
Enforcement Training Certter as soon as feasible 

The responding Officer to an Officer Involved Shooting will: 

a. Stabilize and secure tlic scene. 

b. Check on the well being of the officer and people located at the scene. 

c. Call for medical assistance as needed. 

d. Notify tlic on duly Supervisors and reqiiest adequate assistance 


til 



The responding Supervisor will; 

a. Insure that the Chief, Police and Security Services is notified. 

b. Insure that the Director of the fecility is notified. 

c. Insure that the appropriate outside Law Enforcement agencies ate notified. 

d. Insure that the Crime Scene is secured and protected. 

e. Secure the Officer’s firearm by taking custody as expeditiously as possible. 

1. THIS WILL NOT BE DONE IN PUBLIC VIEW 

2. The firearm will be handled as evidence. 

3. The officer will be issued another firearm as soon as practical. 

The involved Officer will be removed from the scene as soon as practical; 

a. The olTicer will leave t he scene in the FRONT seat of a Police unit. 

b. The officer should not be left alone, another officer or a person of the officer’s 
choosing should stay with them until the officer is home with a family member or friend. 

The Chief, Police and Security Services will insure that the investigation of the event will be 
completed in a timely fashion and keep the Director of the Facility and the Office of Security 
and Law Enforcement abreast of the on going investigation. 

The officer that is involved in the shooting incident must realize that they are subject to the 
same investigative procedures as would apply to any other criminal investigation, including 
the application of the Miranda Warnings. 

The responding officers and supervisors arriving at a shooting scene should determine from 
the involved officer that a shooting incident took place, if the officer is injured, and if there 
are any other persons involved in the incident. Descriptions or the identity of other persons 
involved should be obtained. The on site supervisor will ensure that the involved officer is 
not questioned about the incident until a supervisor of the investigations division arrives and 
assumes control of the investigation. 

Investigators will conduct the investigation in a fair and impartial manner, as in any other 
criminal investigation. The involved officer will be informed of the Miranda Warnings and 
asked to assist investigators in reconstructing the incident. 



305 


DEPARTMENT OF VETERAN’S AFFAIRS POLICE DEPARTMENT 
FIREARMS ARMORER’S REPORT 
REPORT « 

DATE: 

WEAPON: 

SERIAL NUMBER: 

V.A.P.D. NUMBER: 

DETAIL CLEANING ( ANNUAL) 

MALFUNCTION TYPE 

INSPECTION 

DAMAGE 

DESCRIBE TYPE OF MALFUNCTION / DAMAGE 


DESCRIBE REPAIR ACTION TAKEN OR CLEANING RESULTS 


INSPECTION RESULTS: 

__ WEAPON CLEAN (OPERATOR MAINTENANCE SATISFACTORY) 

WEAPON DIRTY (OPERATOR MAINTENANCE UNACCEPTABLE) 

MECHANICAL DEFECIS OR ABNORMAL WEAR NOTED 

NO MECHANICAL DEFEC I S OR ABNORMAL WEAR NOTED 

DATE RETURNED TO OFFICER: 


I IRI'.ARMS INS TRUCrOR / ARMORER: 


Kcviscil 
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ATTACB4EIIT TO QUBSTIOIf #8 
Caapbe.ll Letter 


U^. Department of Justice 
Federal Bureau of Investigation 
FBI Academy 

iB Reply, pkaatiufer to Quantico, Virginia 22135 

File No. 

April 29, 1996 


Mr. Ronald R. Angel, Director 

VA Law Enforcement Training Center (07A/NI.R) 

2200 Fort Roots Drive 

North Little Rock, Arkansas 72114 

RE: Department of Veterans Affairs' (VA) letter, 
dated February 28, 1996, to 
Section Chief John H. Campbell 
FBI Academy, Quantico, Virginia, 
and subsequent meeting with Director Ron Angel, 

VA Law Enforcement Training Center 

Dear Director Angel: 

As reflected in discussions regarding the request to 
review the VA Police Officer Basis Training Course, the FBI 
Academy is not specifically or directly involved in l>asic law 
enforcement training. However, a review was conducted of the 
recommended training program to determine relevancy as a course 
for preparation of basic VA police. This coiirse of training was 
compared to similar curriculum design not only for the Basic 
Officers Training provided at the Federal Law Enforcement 
Training Center in Glynco, Georgia, but that provided by several 
state academies. The proposed 160-hour course appears to be 
consistent with the standards established by the aforementioned 
training courses. The curriculum design is appropriate and the 
reference materials, both books and documents, are consistent 
with those reference materials utilized in Basic Officers 
Training . 


It is further noted. that the Criminal Justice 
Department at the University of Arkansas at Little Rock has also 
reviewed and recognized this basic training course and provided 
college accreditation for its successful completion. 

This review was conducted within the parameters and 
scope requested by you, and, in conclusion, the Basic Training 
Course for VA police officers appears to be relevant and 
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Mr. Ronald R. Angel 


consistent with basic law enforcement training; however, the FBI 
Academy at Quantico, Virginia, does not certify nor accredit the 
basic law enforcement training course. The FBI is pleased to 
assist the VA in this matter. If further assistance is deemed 
necessary, please contact me at 703-640-1103. 

Sincerely, 

-H 

John H. Campbell 

Section chief 


2 
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ATTACIMENT TO QUESTKM #6 
Jackson Letter 


U.S. Dcparbncnf of Justice 
Federal Bureau of lovesligatioo 
FBI Acadeny 

la lUfiiy. rkae K<r<t la Quantico, Virginia 22135 

FifcNa. 0271-26 Sub A 

June 11, 1996 


Mr . Scott Charny 
Acting Chief, General hltigation 
and Legal Advige Section 
Criminal Division 
U.S. Department of Justice 
10th and Constitution Avenue, Northwest 
Washington, D.C. 20530 

Dear Mr. Charny: 

The purpose of this letter is to bring closure to an 
issue that has delayed the implementation of a Department of 
Veterans Affairs (DVA) firearms training program which requires 
approval by the Department of Justice (DOJ) . 

The FBI Academy was asked to review a curriculum 
proposed by the DVA which would allow that agency to have an 
autonomous firearms training program. This proposal had the full 
support of the Secretary of the DVA but required the imprimatur 
of the DOJ. 

1 - Hr. Jeff Fogle 

Department of Justice 

10th and Constitution Avenue, Northwest 
Washington, D.C. 20530 

1 - Mr. Harold Gracey 

Chief of Staff (OOA) 

Department of Veterans Affairs 
810 Vermont Avenue, Northwest 
Washington, D.C. 20420 

1 - Mr. William Harper 

Director, Police and Security Services 
Department of Veterans Affairs 
810 Vermont Avenue, Northwest 
Washington, D.C. 20420 
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Letter to Mr. Scott Charny 


I was initially contacted by 'Hr. Jeff Fogel of your 
staff who asked for my opinion of the adequacy of the pVA 
proposal. I expressed to Mr. Fogel that, based upon information 
that was available at the time , the FBI could not and would not 
comment upon or endorse the DVA proposal. Since that time, 
however, the DVA has provided both me and FBI Academy Academic 
Section Chief John Campbell, Phd., with voluminous information 
about their proposed training program, including specific course 
content, lesson plans, courses of fire, and qualification 
requirements. Itrwas both my opinion and that of Dr. Campbell 
that the proposal was (1) adequate for its intended purpose and 
(2) consistent with similar programs in the . federal law 
enforcement community. This opinion was formally depressed to 
Mr. Ron Angel, Director of DVA Training Operations, and Mr. 
William Harper, Director of DVA Police and Security Services who 
subsequently provided the information to Mr. Fogel. 

Mr. Fogel reportedly requested additional information 
regarding the comparability of the DVA firearms (as opposed to 
purely academic) program to similar programs taught at the 
Federal Law Enforcement Training Center (FLETC) , Glynco, Georgia, 
before approving the DVA training proposal. 

I recently visited FLETC and personally discussed the 
DVA proposal with FLETC 's Chief Firearms Instructor, an 
individual tasked with oversight of the firearms training 
programs of FLETC's 76 tenant agencies. Based upon this 
conversation, I can unequivocally state that the course content 
and qualification requirements of the DVA proposal exceed or are 
equivalent to the generic training offered by the FLETC staff and 
the firearms related training programs of most federal agencies, 
with the exception of the Federal Bureau of Investigation and the 
Drug Enforcement Administration. 

I hope this will satisfy the DOJ's requirements for 
approval of the DVA proposal. If I can be of further assistance, 
please contact me 6 (703) 640-1185 or by fax 0 (703) •640-1498. 

Sincerely Yours, 


Jr. 

Firearms Training Unit 



2 
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ATTACHMaiT TO QUESTION #10B 

Ocp m r f cat af VcCcna* AllUn 
Vctaraac Health Adwlabtratlon 

WaiUBCtoB,DC 2M2e 


VHA HANDBOOK 1108J 
(Date) 
Traanaittal Sheet 


INSPECTION OF CONTROLLED SUBSTANCES 


1. REASON FOR ISSUE; This Vetenms Health Administndion (VHA) Handbook provides 
procedmes for imptementing a Controlled Substance Inspection Program. 

2 . SUMMARY OF MAJOR CHANGES: This VHA Handbook incocpoiates lequirements 
regardiag the implementation of a Controlled Substance Inspectian Pro g r am , and the 
fcsponiibtlilies thereto. 

3. RELATED MRECnVE; None. 

4. RESPONSIBLE OFFICE; The Chief Corrsuhrmt, Pharmacy Benefits Maaagemart Strategic 
Health Group (1 19) is responsible ibr the corrleats of this Handbook. 

5. RESCeSHINS; This VHA Hatulbook rescinds VHA Manual M-2. PaN L Chqttar 2. 

6. RECERTOnCATlON: The docrunerrt is scheduled firrrecettificationottAitbefbR the hut 
workhtg day of (month) 2002. 


Kennett W. Kizer. MJ>.. MJ> JL 
Under Secrelacy for Hcatt 


OtstribBtion: RPC: I4M b asaignsd. 

FD 


PrinlingDme: /97 


T-1 
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VHA HANDBOOK tl08.2 
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INSPECTION OF CONTROLLED SUBSTANCES 

1. PURPOSE 

It is Depaitment of Veterans AiTaira (VA) policy that a Controlled Substance Inspection 
Program be implemented at all VA medical fecilities and clinics. This Handbook provides the 
direction to implement this policy. 

2. DEFINITION AND AUTHORITY 

Controlled substances subject to inspection consist of drugs and other substances 
by whatever official name, common, or usual name, chemical name, or brand name designated, 
that are listed in Title 21 Code of Federal Regulations (CFR) Schedule II 1308.12, Schedules III 
1308.13, Schedule IV 1308.14, and Schedule V I308.1S 

3. SCOPE 

Areas to be inspected are pharmacy, wards, clinics, laboratories, and all other areas having 
Schedule II to V controlled substances. 

4. RESPONSIBILITIES OF MEDICAL FACILITY DIRECTOR 

Directors of VA medical facilities, domiciliaries, ouq>atient clinics, and regional offices with 
ou^atieot clinics are responsible for estaUishing an adeipiate and comprehensive system for 
controlled substances to ensure safety and control of stocks. 

a. The Directors of VA medical focUities, domiciliaries, outpatient clinics, arul regiotuil 
offices with outpatient clinics are to establish a local written medical facility policy on the use 
and inspection of controlled substances. There will be a monthly unatmoimced controlled 
substance inflection. The inflections will randomly survey all wards and storage areas to ensure 
the element of surprise. The Inspectors will physically count and certify the accuracy of 
controlled substances at each site inspected. No inspector will inspect the same area 2 months 
consecutively 

b. The Director at each facility is responsible for reacquainting the staff with all current VA 
directivea, including those relating to physical security. The facility Director, or designee, must 
maintain written records of all inspections. The Director, or designee, is to trend inspection 
results to identify potential problem areas for improvetnenL 

c. The focility Director must ensure that a program for orientation and training of inspecting 
officials is established and followed. Each medical facility must maintain documentation on all 
orientation and training provided. 

d. The focility IMiector fipoints, in writing, one or mme disinterested person(s) (who will not 
be pharmacists, nurses, physicians, or supply officials), as controlled substance inspectors. 


1 
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e. The medical facility Director appoints an a dequa t e number of inspecton to meet the needs 
of the fiicility . There is to be a rotation of inspector to ensure that no single inspector will 
conduct more than six monthly inspections in a 12 month period. A portion of the inspectors 
rotates out of the inspection team each year. 

5. RESPONSIBILITIES OF CHIEF, PHARMACY SERVICE 

a The Chief, Phannacy Service, or designee, will submit monthly to the ^)pointed 
responsible inspecting official(s), a complete list by wards and clinics of the serial and sheet 
number of VA Form 1(1-2638, C^ontioll^ Substance Administration Record. This list will 
provide all serial numbers that are available on the Nursing Units and storage areas to be 
inspected. The inspecting official uses this list in the monthly check of wards’ and clinics' 
controlled substance stocks and records to confirm that all records and stocks are available for 
inspection. The inspecting official will have access to the inactive VA Form 10-2638, or 
electronic equivalent returned to the phannacy since the last inspection. Facilities utilizing 
automatic replenishment will provide records for controlled substances as requested. The records 
used in monthly inspection may be part of the Decentralized Hospital Computer Program 
(DHCP) system or automated controlled access dispensing equipment. 

b. The Chief, Pharmacy Service, and Chief, Acquisition and Materiel Management (A&MM) 
Service, will keep current copies of 21 CFR, Part 1300 to end in their office and in the master 
controlled substance storage location. 

6. RESPONSIBILmES OF THE INSPECTING OFFICIAL 

The inspecting official certifies by memorandum to the focility Director, the accuracy of the 
records and inventory of the controlled substances that have been inspected. Wards and clinics 
will be specified. The lists used by the inspecting officials in conducting the inspection are to be 
returned promptly to the pharmacy. 

7. PHYSICAL INVENTORY OF PHARMACY 

The Chief, Pharmacy Service, or designee, is present during the monthly inventory and 
inspection. The physical invoitory and inspection includes all stock of Schedule II to V 
controlled substances, outdated stock, and records (VA Forms 10-2320, Schedule II, Schedule III 
Narcotics and Alcohol Register, 10-2638, 10-2477 F, Security Prescription-Form, and electronic 
equivalents). 

a. The inspecting official(s) certifies the accuracy of the records by dating and signing VA 
Form 10-2320, or electronic equivalent for each drug or preparation at the time of inspection 
after completing the following actions: 

(1) The inspector physically counts artd reconciles each controlled substance for accuracy and 
completeness. The inspecUn' weighs all unsealed powders and measure all liquids with a 
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volumetric cylinder. NOTE: The inspeding official shotdd not open any sealed packages of 
controlled substance for actutd count unless there appears to be evidence of tattering. 

(2) The inqtecting ofiBcial reviews receiving reports by conqiaring entries on the voucher 
copies iumished to them by A&MMiiervice, or Prime Vender Receiving reports, against all 
entries of quantities received on VA Form 10-2320 in the pharmacy. The calculations (quantity 
received plus previous balance minus quantity dispensed equals present balance) will be checked 
for accuracy for each drug or preparation during each inspection. 

NOTE: To verify the accuracy of vault inventory records the inspectors should randomly verify 
the information from the following documents which support the dispensing activities in the 
master inventory: Prescriptions, Active VA Form 10-2638 (or electronic equivalent), Inactive 
Form 10-2638. 

b. All excess, outdated, unusable, returned controlled substances must be inspected monthly 
and destroyed at least quarterly. The inspecting official ensures any drug stock removed from 
inventory for destruction since the last inspection, is properly logged into the record of drugs 
awaiting destruction. 

8. PHYSICAL INVENTORY OF THE NURSING UNITS AND STORAGE AREAS. 

a. The head nurse, nurse manager, or, in (heir absence, the nurse in charge of the clinic or 
ward inspected is to be present during the inventory and inspection of controlled substances. 

b. An actual physical count of controlled substances on hand will be taken and reconciled for 
accuracy and completeness. The calculations (quantity received plus previous balance minus 
quantity dispensed equals present balance) will be accomplished and proved for each drug or 
preparation during each inspection. 

c. To verify entries the inspectors will compare a sample of ward dispensing entries to patient 
records to verify that amounts removed from clinic or ward inventories were supported by 
doctors’ medication orders and drug administration records in the patients’ charts. The 
inspectors will compare a sample of any transfers from one Controlled substance area to another. 

d. The Inspector will sign and date VA Form 10-2638 (or electronic equivalent) or enter 
signature in DHCP verifying accuracy of records on the nursing unit or other storage area. 

9. PHYSICAL INVENTORY OF AUTOMATED DISPENSING EQUIPMENT ON 

NURSING UNITS AND OTHER STORAGE AREAS. 

Where medical facilities use automated dispensing equipment for controlled substances 
(i.e.. Access, SureMed, Pyxis, Meditrol and others), these should be linked to DHCP for 
Admission, Discharge, and Transfer (ADT) information. 

a. The medical center must have specific written instructions for the inspectors on how to 
inspect each autorruited dispensing device. 
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b. Each inspector is assigned a temporary access code for the automated dispensing equipment 
for the period covering the inspection only. 

c. An actual physical count of controlled substances on hand will be taken and reconciled for 
accuracy and completeness. The calculations (quantity received plus previous balance minus 
quantity dispensed equals present balance) are to be accomplished for each drug or preparation 
during each inspection. Audit reports are to be run from both DHCP and the automated 
dispensing equipment and reconciled against the physical inventory. 

NOTE: To verify entries the inspectors should compare a sample of ward dispensing entries 
logged in the automated dispensing equipment to patient records to verify that amounts removed 
from automated dispensing equipment on the clinic or wards were supported by doctors ' 
medication orders and drug administration records in the patients' charts. 

d. The Inspector will sign and date VA Form 10-2638 or electronic equivalent in the 
autonaated dispensing equipment or enter signature in DHCP verifying accuracy of records in the 
automated dispensing equipment according to local written policy. 

10. PROCEDURE IN CASE OF DISCREPANCY OR LOSS OF CONTROLLED 
SUBSTANCES 

a. In cases of inaccuracy in balance of records, the inspecting official(s) will report the 
discrepancy to the accountable official (e.g.. Chief, Pharmacy Service, Head Nurse) who will 
determine the cause to the satisfaction of the inspecting official(s); and make a report of findings 
to the facility Director, who will take appropriate action. 

b. In the case of accidental loss, suspected theft, diversion, or suspicious loss, the procedures 
outline in VHA Handbook 1 108.1, paragraph 8, will be followed. 
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ATTACHMENT TO QUESTIOH #14 


Daputment of 
Vetarans Affairs 


Memorandum 


0^- Jane 24, 1997 

Fm: Dinelor(663AOX VAPMfBtScmdligUiiCteSliitHB 

^ r . IC«ftutolkA.QiirfMitii»otkOgte«(10MB). 0IBccc<Bwg*4 W« ii *Mwa ii rmcnl MidFMldSuyp<m 

AnwkKi Late DivisM Rn OcfiMMBi 

Ibi 

1. The ftlkming is pipiidecl ii mpaw^ee te GoHgranioaal fegaat ftr ftuthcr afbniteiott on the 
dedeion lo dinanalinuB Ae Aaeften Late Divition Fte Depmneat and iqdace H with oontect mvioes 
tea te adiaem Fort Lawti Anajp tat 

2. ThenaaattcaatdfapahikagftePteDiVartaniatVAPufBlSanadHalthCiftSyiiBm'i Araerican 
Late IWviwaa fa f eneerawlvaly ateitad M S449.ML IteaHual cat of te cantnct with Fort Lewie ii 
S16S,900. liMn wiO ate be eeme naniaf aeede for fte ny p iwrifu syetea mamtcnance and tertn; 
crtiiiirted at no taoK tten S20.000 par yav. 


3. Ite aonaal vtee af aQ oter aavne by the fire fiiften rnmnipeawi Kvenl elcmciiie 

Kteqr of the adjcteial aecvioea fbqr provided ware bccauie they wete oa dii^ 24 houn a day aad 
c on vaaiaaf (fcg. nrwiriin atef huiiri vtypn dahvciy. fhcthtaiinf now and ioe maoval, laapeoi hn g to 
dunte>ve behavior caOa -*Ceda Gioaai*-^ ale.) ThM dutea have new bean natepad lo other stall; 
with no dapotelioD to laipoBa a or taaeaaB in ooat The addidocwl coau tor fire n iyp re asio o tyiitni 
raainlaaeneB and taattof are inchaled to the aaaal coats above. Ttoo posittoes dnt did not cxisi belbn 
have baan ctealed lo i^lacB nnt file topatbMto sartdoai ia uk^ Md escort ftaaetiaos. and addirtoiial 
fhnitei wiB need to be allocated to cow aoaa namtanaDce and repair ftaictioiu and Uandry daUvary that 
wil t» tooferbe eovciad by the ftefl^ien. The cart tor Iheae poaktoDS and the addittonal oovanga is 
rrtimtond at SU.798 p« year. The addfri onai pdica poaitioni reeentty authoriaed are nardted to the 
tottatoatton ef kite fteaarvteiK. A revaew of aur poliea datermtoed ttoe a mtouaain ef tfaraa 

oflicaia at ScnOk and two at AnMriean Late should ha on duty at al ttoiei to asawe the stoaty af 
emp iny cu and toe aacnrity ef pi ep am . Hwk teKttooe cnot be acconptertd by the firefighter* stooe 
<tey do Boi hove tow aatoicanBC aatoedty. 


4. The dectotoa to «■ die AoBkaa Lake Divieton Fua Dcpaitinent will have ao impact oa the 
quaMy of enta provided to vetema nor will it incrawe toe risk rf tojuiy ar ta o p e ny tea Tha contect 
wito Fort Lawis requires tosm to laspond to any fire cnwsgsnqr at tbis todlify to t Biautee or less (the VA 
stantoed). IVial nmi indteato thrt te^onae ttee would be wdl under thrt fiteK- The North Fort Lewis 
itatton (ana of tour on tap k on pre p ot y ar^jecent to toe Anuaican Late Oivlaion and is a dequat el y 
maenad and aqa i pped. CiowaiapaiBdngtoVAcallawilltiavaiadadIcatedpavedrDadofteoataiailctD 
dm VA. As ia comm o B to noat firtolgbttog con— atiaa, ihera an caatnal aid acreeaeots in effect 
betacen Fort Lowii and PteueOoiHdy- Pbsoa Co an iy would provide badr^v npport to Fort Lewis at the 
VA. duMld toa naad visa, ad ia abla to arvnm p te i tois within luqated tina team. 

5 . A d rds i w sneto m dus is never made withoto a to er oa tfi aatei* of >11 teaea. cost being oaiy ona of 
toam. CartoteyitieaA mate to dnnaa ton aSartaeftoe fine ran who have ttafU our dqwrtniaK. Wa 
believe thrt dta coat aavtop gwatoad by tea movo can be cfl toii vol y used to enhance can to our patients, 
hut it is not a derann that would hnva been made at toe ink ef pettetta or rtaff. Should you leqnin aiqr 
•ddtewal toftraastoo, piaaa contact Saihr Wiriwn . Aaodtoe Director, rt 206 764-1340. 




/XmwtSyj. Williams 


arowu 
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Congressman Snyder to Charles F. Rinkevich, Director, Federal 
Law Enforcement Training Center, Department of Treasury 

QUESTIONS SUBMITTED BY THE HONORABLE VIC SNYDER 

I . Your statement refers to great ejected savings from all training being done at FLETC 

because of an estimated per diem rate of $152 per day. Isn’t that an inaccurate method of 
analysis since the VA security police trainees get no per diem, and the VA houses them 
on the VA hospital grounds in North Little Rock at VA expense? 

Answer: 

The FLETC currently conducts training for 70 Federal law enforcement agencies, 
including the VA’s Office of the Inspector General. The statement on projected savings 
is based on the workload projections provide by the 70 participating agencies and is a 
comparison of the General Service Administration’s per diem rate in major cities as 
oppKised to the meals and lodging cost at FLETC. In this context, it is a very accurate 
calculation of the savings. For the VA, a more accurate comparison would be the cost of 
meals and lodging at North Little Rock vice those at FLETC. The per day costs at 
FLETC are: $10.73 for meals; $9.53 for lodging; and $5.00 for miscellaneous per diem 
(this item is discretionary and may or may not be paid pending the decision of the bureau 
head). Since FLETC does not know the costs incurred by the VA to house and feed 
trainees in North Little Rock, a comparison cannot be provided. The VA can probably 
provide the costs at North Little Rock. 


2 . When an agency contracts with you to provide training to their trainees, please describe 
the length of basic training, and the cost to the agency. Please include any travel 
expenses so I will know the total cost to the agency both per week and for the total 
duration of the training. 

Answer: 

Federal agencies do not “contract” with FLETC for training. Essentially, the FLETC is a 
voluntary association with each agency’s participation governed by a Memorandum of 
Understanding. When an agency becomes a participating member; i.e., signs a 
Memorandum of Understaixling, the FLETC and the Treasury E)epartment provide the 
facilities (dormitory, cafeteria, classrooms, and specialized facilities for physical, driver, 
firearms, and computer training) and equipment required to conduct the training. The 
FLETC/Treasury/Office of Management and Budget funding policy is that the FLETC 
also funds the direct cost of basic training. The participating agencies are re^nsible for 
their respective student costs of travel and en route per diem, and reimburse the FLETC 
for meals and lodging. The direct costs of basic training include items such as: utilities 
for the classrooms, printed text material, role players, support contract services, 
ammunition, and materials/supplies used in the conduct of training. The FLETC offers 
several basic training programs, each \\ith different lengths. The VA would attend the 8- 
week Mixed Police Basic Training Program and the students are in residence for 61 days. 
The current costs are: 

Meals $654.53 

Lodging 581.33 

Tuition 1,016.29 

Miscellaneous 614.88 

Total $2,867.03 

Per the funding agreement, the participating agencies reimburse the FLETC for the first 
two items (meals and lodging amounting to $1,235.86) and the FLETC funds the last two 
(tuition and miscellaneous amounting to $ 1 ,63 1 . 1 7). The weekly cost to the agencies 
attending this program would be approximately $166 and the total cost is $1,236 
(roimded). 

The agencies are also responsible for student travel. Since the FLETC is not involved in 
the travel, an estimate of those costs cannot be jMOvided. 


O 





